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AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripte—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JourNaL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


Mustrations—Authors will be asked to meet printer's costs of reproducing illustrative material 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1956 by The American Psychiatric Association 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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JANUARY CONTENTS 1956 


INTRACRANIAL NEOPLASMS IN Psycnotic Patients. Survey of 2,430 Consecutive Complete 


Autopsies Performed at the Boston State Hospital during the Period 1930-1950 
Naomi Raskin 


CURRENT ATTITUDES TO ALCOHOLISM OF PSYCHIATRISTS IN SOUTHERN ALIFORNIA, Maa 
Hlayman 


Tue Psycuratrric Sipe-Errects or Iprontazip. George Crane. 
Psycuic Drivinc. D. Ewen Cameron. 


Review or Psycuiarric ProGress 1955 
Heredity and Eugenics. Franz J. Kallmann 
Neuropathology, Endocrinology, and Biochemistry. Orthello Kh. Langworthy 
Electroencephalography. W. 7. Liberson 
Clinical Psychology l‘rederick Wyatt 
Clinical Psychiatry Including Psychotherapy. Paul 1/1. Hoch and Nolan D. C. Lewis 
Physiological Treatment. Joseph Wortis 
Child Psychiatry. Mental Deficiency. Leo Kanner and Leon Eisenberg 
Neurosyphilis. W. HH. Timberlake 
Alcoholism. Geriatrics. Karl M. Bowman. 
Epilepsy. Bernard A. Berman 
Mental Health in Education ’, Carson Ryan.... 
Industrial Psychiatry. Ralph 7. Collins and Marvin 
Psychiatric Nursing. Mary E. Corcoran 
Occupational Therapy. Franklin S. DuBois 
Psychiatric Social Work, Margaret L. Newcomb.... iv 
Outpatient Psychiatry and Family Care. Walter FE. Barton. 
Administrative and Forensic Psychiatry. Winfred Overholser 
Military Psychiatry. Joseph S. Skobba 
Psychiatric Education, ranklin G. Ehaugh and Robert H. Barnes 
Case Report: 
Agranulocytosis with Chlorpromazine. James B. Carey, Jr., and Richard M. Magraw 
( OMMENTS: 


Conferences and the Conscience. //enry A. Davidson 


Shop Talk 


News AND NOTES: 


Lasker Awards, 568. American Public Health Association—Mental Health Section, 568 
New York State Psychiatric Institute, 569. Obscenity and the Arts, 569. Colonel Wil 
liam Clare Porter, 569. Dr. Masserman Lectures in South America, 570. Dr. R. L 
Harris, 570. First National Conference on Neurological Disability, 570. Honor to 
Dr. Nolan Lewis, 570. Honors for Dr. Kanner, 570. Dr. Merrill Moore to Lecture if 
New Zealand, 571. The 13th Annual Conference of the American Group Psychotherapy 
Association, Inc., 571. V. A. Institute in Psychiatry and Neurology, 571. The Society 
for Psychosomatic Research, 571. The American Orthopsychiatric 


7 
Association, Ine., 
The Society for Clinical and Experimental Hypnosis, 571. Rorschach Bibliography, 


SpreciaL Notice. American Board of Psychiatry and Neurology, Inc 


Book Reviews: 

Management of Addictions. Edward Podolsky, Ed 

Training for Human Relations. (An Interim Report.) 
Lombard, and Harriet I. Ronken 

Clinical Psychiatry. W. Mayer-Gross, Eliot Slater, and Martin Roth re 

Psychoanalytic Interpretation in Rorschach Testing: Theory and Application. Roy 

A Handbook of Hospital Psychiatry. Louis Linn 


Roethlisherger, George F, 
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ASSEMBLY OF DISTRICT BRANCHES 


Joun R. Saunpers 
(Recorder ) 


Francis J. BraceLanp 
Jack R. Ewatt, M.D. 


President; Finctey Gaywe, Je., M.D. 
Secretary: Maramup, M. D. 


For 3 years For 1 year 
Maurice Levine, M. D. 
L. Scuroeper, M. D. 
Henry A. Davinson, M. D. 


D. Ewen Cameron, M.D. 


Hersert S. M. D 
Harvey J. Tomexins, M.D 
S. Bernarp Wortis, 
Artruur P. Noyes, M.D. 


WittiaM Macamup, M. D. 

Jack R. Ewart, M.D. 

D. Ewen Cameron, M. D. 
Bracecanp, M.D. 


Martruew Ross 
(Deputy Speaker ) 


MEDICAL DIRECTOR 
Danie. Brain, M.1D., 1785 Massachusetts Avenue, N. W., Washington, D. C. 
EXECUTIVE ASSISTANT 
Austin M. Davies, Pu. B., 1270 Avenue of the Americas, New York 20, N. Y. 


CHAIRMEN OF COMMITTEES 


Avpison M, Duvar 
(Speaker ) 


ANNUAL COMMITTEES 
Arrangements 
Paut Nievson 


Nominating 
Davin C, WiLson 


STANDING COMMITTEES 
(Internal Activities of Association ) 
Budget 

Roserr H, Fenix 
Constitution and By-Laws 

Henry Davipson 
Ethics 

S. Sparvorp ACKERLY 


Membership 
Josern E. Barrett 


Program 
Trrus Harris 


Resolutions 
James H. WALL 


STANDING COMMITTEES 
(Technical Aspects) 
Frank J. Curran, 
Coordinating Chairman 
Child Psychiatry 
Grorce FE. Garpner 


History of Psychiatry 

Rosert S. BooKHAMMER 
Medical Education 

Mitton RosenBpaUM 
Medical Rehabilitation 

BENJAMIN SIMON 
Public Health 

Cnaries A. Roperts 
Research 

Jacques Gorr.ies 
Therapy 

Paut Hocu 


STANDING COMMITTEES 
(Professional Standards) 
Wrusrep BLOOMBERG 
Coordinating Chairman 


Relations with Psychology 
Paut Huston 


Legal Aspects of Psychiatry 
Grecory Z1LBoorc 


Nomenclature and Statistics 
Moses Fronticu 
Psychiatric Hospital 
Standards and Policies 
Harvey Tompkins 
Psychiatric Nursing 
GRANVILLE JONES 


Psychiatric Social Service 
BeEnyJAMIN BosHEs 


Private Practice 


Joun M. Corton 


STANDING COMMITTEES 
(Community Aspects) 
C. MENNINGER, 
Coordinating Chairman 
Academic Education 
DANA FARNSWORTH 


Industrial Psychiatry 
T. 


International Relations 
GALDSTON 


Cooperation with Leisure Time 
Agencies 
ALEXxANpER R. Martin 


National Defense 
Joseru S. Skopsa 


Preventive Psychiatry 
Lioyp J. THompson 


Public Information 
Ropert Morse 


Veterans 
Davin J. Fiicker 


4 
4 
3 
a 
4 
a 
iq 


Bizarre | 
behavior problems 
respond to 


Before injection of Serpasil, patient 
has torn off all her clothes and has 
assumed grotesque posture on hospi- 
tal bed. 


® 


One day after injection of Serpasil 
Parenteral Solution, patient sits quiet- 
ly in bed, wearing pajamas and drink- 
ing water calmly. 


IN INSTITUTIONAL THERAPY 
AND OFFICE PSYCHIATRY 


Serpasil, a nonhypnotic tranquilizing 
agent, not only produces remissions 
in severe neuropsychiatric states in 
the hospitalized patient, but has also 
been used widely and successfully as 
an adjuvant to psychotherapy in the 
milder, ambulant cases seen in every- 
day practice. 


Supplied: Tablets, 4.0, 2.0, 1.0 and 
0.25 mg. (scored) and 0.1 mg. Elixir, 
containing 1.0 mg. and 0.2 mg. per 4- 
mi. teaspoonful. Parenteral Solution, 
2-ml. ampuls, each ml. containing 2.5 
mg. of Serpasil. 


Serpasil® (reserpine ciea) 
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Advertisement 


THE BIOCHEMICAL APPROACH 

TO MENTAL ILLNESS 

One of the greatest single forward steps in 
the specific treatment of mental illness has 
been the discovery that lysergic acid di- 
ethylamide, or mescaline, will produce 
experimentally in man the approximate 
equivalent of schizophrenia. This mental 
dissociation is temporary and may be pre- 
vented or reversed by the administration 
of certain compounds of piperidyl type. 
One of the best of these appears to be 
FRENQUEL—the gamma isomer of 
MERATRAN. Fabing and Hawkins*, and 
others, have found that FRENQUEL acts as 
a partial or complete blocking agent 
against the development of LSD-25, and 
mescaline, experimental psychoses, when 
administered as premedication to healthy 
subjects who have been given these drugs. 
When injected intravenously, FRENQUEL 
has been found to reverse abruptly the 
course of the psychotic state, even when 
not administered until the latter has 
reached the height of its symptomatology. 
This effect appears to be highly specific for 
this type of dissociation, since it does not 
act in the same way when administered to 
patients suffering from a cannabis-type of 
psychosis. 

In acute types of schizophrenia, FREN- 
QUEL appears to relieve hallucination in 
about one third of the cases. Electro- 
convulsive therapy has been found to in- 
crease the number of favorable responses 
in this group. It is apparently necessary to 
maintain the patient on the drug if relapse 
is to be prevented. 

FRENQUEL would appear to offer consid- 
erable promise in the treatment of confu- 
sional states. Further publications are 
likely to shed additional light upon the 
extent of, and the limits to, its usefulness. 
*Fabing, H. D., and Hawkins, J. R.: A year’s experience 


with FRENQUEL in clinical and experimental schizophrenic 
psychoses; to be published. 


Rx Informati 


Action: FRENQUEL is a com- 
pletely new anti-hallucinatory, 
anti-confusion drug. FRENQUEL 
does not sedate nor stimulate. 
Usually 24 hours or more must 
elapse before clinical improve- 
ment takes place. When 
FRENQUEL is discontinued, pro- 
dromal symptoms may recur in 
about one week. 

Even though relief is not ob- 
served in all patients, the many 
dramatic successes already expe- 
rienced with FRENQUEL in wide- 
spread clinical use warrant 
general trial where acute 
schizophrenic hallucinations are 
present. 

FRENQUEL is safe...side effects 
and drug reactions have not been 
reported. No ill effects have been 
observed as measured by re- 
peated blood counts, hemoglobin 
determinations, liver and kidney 
function tests. Clinical reports 
show no adverse effect on pulse 
rate, blood pressure, respira- 
tion.** 


Indications: Acute Schizo- 
phrenic Hallucinations 


Composition: Frenquel (aza- 
eyclonol) Hydrochloride is alpha- 
(4-piperidy!) benzhydrol hydro- 
chloride 


Dosage: 20 mg. t.i.d. 


Supplied: Bottles of 100 aqua- 
blue tablets 

Complete detailed FRENQUEL 
Professional Information will be 
sent upon request. 


1. Proctor, R. C.: Report on Fren- 
quel in acute and chronic psychotic 
states, Presented before the Bowman 
Gray Medical Society, Winston- 
Salem, North Carolina, May 16, 1955. 
2. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: The use of Frenquel in 
the treatment of disturbed patients 
and psychoses of long duration, Am. 
J. Psychiat., in press. 3. Fabing, 
H. D.: Frenquel, a blocking agent 
against experimental LSD-25 and 
mescaline psychosis, Neurology 
5:319, 1955, 4. Fabing, H. D.: New 
blocking agent against the develop- 
ment of LSD-25 psychosis, Science 
121:208, 1955, 

Another exclusive product 
of original Merrell research 


THE WM. S. MERRELL COMPANY 
New York « CINCINNATI St. Thomas, Ontario 
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In many patients, blocks acute 
schizophrenic hallucinations 


FRENQUEL—a unique new drug —“...offers a new neuropharma- 
cologic approach to certain acute psychotic states where delu- 
« >) sions and hallucinations have been the primary symptoms.”! 


Used in the treatment of acute schizophrenic hallucinations, 
FRENQUEL usually erases hostile manifestations, promotes a 
cooperative state, facilitates psychotherapy and ward adjust- 
ment.? Adjunctively in electroconvulsive therapy, FRENQUEL may 
help reduce the required number of treatments.’ 


FRENQUEL is safe, virtually free of toxicity ; has shown no toler- 
ance or habituation to date. 


a significant contribution to the control 
of mental illness from the research laboratories of 
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demonatrating 
the effect of 
Quelicin during 
electroconvulaive 
therapy 


from a sequence 
of unusual 
endoscopic shots 
showing the 
control of 
laryngospasm by 
Quelicin 


in two versions: 
with sound, 

12 minutes; silent, 
with aubtitles, 

25 minutes 


in Eleetroeon vulsive Therapy 


and Laryngospasm’’ 


Chloride 


by 
George J. Thomas, M.D. 

Raymond L. Rau, M.D. 

Robert J. Hudson, M.D. 

of 

St. Francis General Hospital 

and Rehabilitation Institute of 

University of Pittsburgh School of Medicine 


with endoscopic scenes through the courtesy of, 
and based on the original work presented by: 
E. J. Fogel, M.D. 

J.C. MeClowery, M.D. 

Veterans Administration Hospital 

Leech Farm Road, Pittsburgh 

and 

K. H. Hinderer, M.D. 

University of Pittsburgh School of Medicine 


Shows electroconvulsive therapy with and without 
the use of amnesic and muscle relaxant agents. Use of 
Pentothal Sodium (thiopental sodium, Abbott) to ac- 
complish light anesthesia and amnesia of the event, 
as well as the use of Quelicin Chloride (succinylcholine 
chloride, Abbott) to reduce the con- ) 

vulsive contracture of skeletal muscles. 
This film ia available without charge. Please give choice of three dates... 
name and address of the person to whom it should be sent... the group 
to whom it will be shown... and your own name, title and address. 


Write to PROFRSSIONAL SEKVICES, ABBOTT LABORATORIES, NOKTH 
Curcaco, 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


‘ANECTI 


“removes practically all of the previous risks inherent in the treatment.””' 


respiratory “...patients treated with this muscle relaxant, though often 
safety apneic, are readily ventilated with oxygen. Skin color remains 
excellent.”’? 


“The most important [observation] is the elimination of 
hypoxia or anoxia.’ 


cardiovascular “The arterial blood pressure is found to rise during the 
safety [unmodified] electroshock. When the muscular spasm. and the 


asphyxia are eliminated with the administration of succinyl- 


choline and oxygen, a slower and more even rise is noted;.. .""* 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 


even rate.’’* 


orthopedic “...the occurrence of fractures and dislocations has been 
safety reduced to zero.”* 


“No fractures occurred in the group during therapy.”’® 


over-all “Modification of electro-convulsive therapy with thiopental 
safety sodium and succinylcholine chloride is a much safer treatment 


as shown by the absence of fractures and medical complications 


in our series of 7,500 treatments.””! 


references : 
1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:154, 1955. @. Nowill, 
W. K., Wilaon, W., and Bordera, R.: A.M.A. Arch. Neurol, & Paychiat. 715189, 1054. 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, E.: Aneathe siology 16°024, 1054 
4. Holmberg, G., et al: A.M.A. Arch. Neurol. & Paychiat, 72:73, 1954. 5. Wilaon, WP, 
and Nowill, W. K.; ibid. 71:122, 1954. 


‘ANECTINE’ Chioride brand Succinyicholine Chioride INJECTION intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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control 


Luminal and Luminal Sodium — time-tested, effective dampers of 
cortical overactivity —contro] emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 
FOR ORAL USE: 
LUMINAL OVOIDS 
Distinctive Sugar Coated Oval Shaped Tablets 
Easy Color Identification of Dosage Strength 
e \% grain (yellow) 
e 4 grain (light green) 
e 1% grains (dark green) 
» LUMINAL ELIXIR (14 grain/teaspoonful) 
FOR PARENTERAL USE: 
..» LUMINAL SODIUM 
Hypodermic Tablets of 65 mg. (1 grain). 
Ampuls (powder) of 0.13 Gm. ( 2 grains) and 0.32 Gm. (5 grains). 
Ampuls (solution in propylene glycol) of 1 cc.—0.13 Gm. (2 grains) — 
and 2 cc. —0.32 Gm. (5 grains). 
Vials (solution in propylene glycol) of 10 cc., 0.16 Gm. 
(21% grains) per ce. 


THE PIONEER BRAND OF PHENOBARBITAL 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


® 
> 
inthrop LABORATORIES 


NEW YORK 18, N.Y. * WINDSOR, ONT 
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"ANTABUSE”. . . “most important 


advance in the medical management of 


chronic alcoholism...’ 
Feldman, D. J., and Zucker, D.: J.A.M.A. 153;895 (Nov. 7) 1953. 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” gives the patient a forceful and im- 
mediate reason for not drinking . . . he finds he cannot drink without experiencing extreme 
discomfort. By keeping the patient away from alcohol, “Antabuse’’ serves as a valuable ad- 


junct to psychotherapeutic measures. 


“Antabuse”® brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm, tablets, bottles 
of 50 and 1,000. 


Complete information available on request. 


Ayerst Laboratories «© New York, N.Y. © Montreal, Canada 
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a modern medicinal chemical for 


equating modern environmental stress 


Clears the Way in Diagnosis—The tense 


Relaxant with no 
| | patient in the outer office, a problem of 


depressant action. / 
f modern civilization...so frequently pre- 


Pharmacological sents psycho-motor agitation that masks 


best in a series true symptoms...What percentage 
For a | 


y 
of new com- / Z with actual organic lesions?... 
more readily arrived at diagnosis un- 


pounds. 
mask the symptoms with | / 
ACN 


Basic Therapeutic Adjuvant — Clearly established are the many disease 
states in which fear and tension complicate specific therapy and 


adversely affect management of the patient: 


\. Cardiovascular disease, obesity, gastrointestinal disorders, 
migraine, gynecological disorders, alcoholism, diabetes, 


asthma, arthritis. 
Prescribe DIMETHYLANE to tranquilize without 
hypnosis or sedation...to relieve 
symptoms of emotional stress, 
nervous tension, and anxiety. 
IN A kL RESEARCH 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


NIE COZO Lu prychosen 


Mail Coupon for Free NICOZOL 


Drug Specialties, Inc. 
P. O. Box 830, Winston-Salem, N. C. 


Kindly send me professional somple of NiICOZOL Capsules, 
also literature on NICOZOL for senile Psychoses. 


.... State 


Distributed in California by BROWN PHARMACEUTICAL COMPANY, Los Angeles, California 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula.! 


NICOZOL IS SUPPLIED 
in capsule and elixir forms 

Each capsule or 4 teaspoonful 
of elixir contains: 
Pentylenetetrazol ____ 100 mg., 
Nicotinic acid 50 mg 


1. Levy, S.3.A.M.A, 153:1260,1953 
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The emotionally deprived often find that only the pleasures of 

the table enliven an otherwise lonely and self-centered existence. 
‘Dexamyl!’ can help you to relieve—smoothly and subtlhy—your 
obese patients’ almost compulsive desire to nibble and overeat: 

it can also help you to encourage those who are lonely and discontent 
to seek fresh, healthy interests and satisfactions. 


D e x a m | tablets + elixir « Spansulet capsules 


(Dexedrinet plus amobarbital) 


Smith, Kline & French Laboratories, Philadelphia 
# TM. Reg. US, Pat. OF Patent Applied For. 


Heg. U.S, Pat. Off. for sustained release capsules, S.KF 
Reg. US, Pat. Off. for dextro-amphetamine sulfate, 
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Her anxiety 

piles sleepless nights 
on worried days. 

She needs mild, 

but effective sedation 


for a sound sleep tonight, a caim day tomorrow... 


Nembu-Serpin 


Just one tablet at bedtime of this new combi- 
nation of NempuTat and Reserpine will calm 
the worries of most patients with mild anxiety 
states. Yet, patients have a sense of well-being 
the next day—keep their drive and energy. 
The synergistic effect of the combination pro- 
duces smooth, gentle, prolonged sedation: 
NEMBUTAL acts quickly to induce drowsiness 
at bedtime, Reserpine sedation calms the 
patient through the following day. Small dos- 
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age makes side effects rare. Also recommended 

for treatment of mild essential hypertension. 

Prescribe Nempu-Serpin to give your anxiety 

patients a sound sleep tonight, a 

calm day tomorrow. In bottles of 100. Obbott 

Each Nempu-Serrin Filmtab contains 
Calcium (Pentobarbital 


Calcium, Abbott), 30 mg. (14 gr.) 
and Reserpine, 0.25 mg 


*Filmtab—Film-sealed tablets; pat. applied for 
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( RESERPINE, LILLY ) 


... facilitates psychiatric treatment 


‘Sandril’ calms, diminishes anxiety and tension, improves sleep pattern 
in psychoneurotic states. 


‘Sandril’ frequently produces relaxation, decrease in hallucinations 
and delusions, improved communication, and increased depth of effect 
in psychotic patients. Raging, combative, unsociable patients usually 
become more co-operative, friendlier, quieter, and much more amena- 
ble to psychotherapy and rehabilitation measures. 


‘Sandril’ is virtually nontoxic; does not produce liver damage or severe 
orthostatic hypotension. 


Suit 


quarry / ResRARCH / INTEGRITY 


ELI LILLY AND COMPANY 


posace: Usually 0.5 to 1 mg. twice daily. 

supp.iep: Tablets, 1 mg., yellow (scored), and 5 mg., buff 
(cross-scored). Ampoules, 2.5 mg. per cc., 10 cc. 
Also, tablets, 0.1 mg., orange, and 0.25 mg., 
green (scored); elixir, 0.25 mg. per 5 cc. 


« INDIANAPOLIS 6, INDIANA, U.S.A. 
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INTRACRANIAL NEOPLASMS IN PSYCHOTIC PATIENTS 


Survey or 2,430 Consecutive CompLeTe AuTopsiEs PERFORMED AT THE 
Boston State HospitAL DURING THE Periop 1930-1950 


NAOMI RASKIN, M.D., Boston, Mass. 


Recent statistical data on the causes of 
death in the mental hospitals reflect progress 
in the treatment of patients. Deaths due to 
general paralysis, for example, show striking 
decline. Noticeable, if less spectacular, is the 
decrease in the death rate from tuberculosis, 
and, although alcoholism has not decreased, 
deaths from delirium tremens have. Deaths 
due to malignant tumors are reported on the 
increase in the general population(1), and to 
a lesser degree in mental patients(2, 3). It 
seems of interest to estimate the frequency 
of death due to intracranial neoplasms in 
psychotic patients in whom complete necrop- 
sies were performed. A survey of 2,430 con- 
secutive autopsies at the Boston State Hos- 
pital during the period 1930-1950 was made 
and the findings tabulated. The incomplete 
autopsies in which the trunk alone was al- 
lowed to be opened are not included in this 
series nor are the proven brain tumors in 
which autopsy was not permitted. The find- 
ings concerning the intracranial neoplasms 
only are here reported. The largest numbers 
of autopsies were in the age groups 61-70 
and 71-80, and the largest number of neo- 
plasms was foun in these groups. With the 
increasing longevity of the general popula- 
tion and greatly increased admissions of aged 
patients to the state hospitals, increase in 
number of malignant tumors is to be ex- 
pected. 

We noticed in tabulating our findings that 
the number of gliomas exceeded the number 
of metastatic tumors, and that the largest 
number of tumors was made up of meningio- 
mas, which constitute what Horrax(4) calls 
“surgically favorable tumors.” 

The diagnosis of brain tumor in an aged 
patient is always very difficult and often 
impossible. As Hastings(5) wrote: 

The diagnosis of a brain tumor may be a difficult 


matter at any age; but when tumor occurrs at an 
age that also includes the blood vessels catastrophies, 


1 From the Pathological Laboratory of Boston 
State Hospital. 


the effect of syphilis on the brain, and the damages 
of senility diganosis may become very difficult, in- 
deed, anc at times impossible. 


Moersch, Craig and, Kernohan(6), in ana- 
lysing 100 verified cases of brain tumor, em- 
phasized that the brain tumor symptoms may 
be obscured by vascular symptoms or inter- 
preted as such. In the state hospital, where 
the patients are admitted because of mental 
illness, often from rest homes or rooming 
houses, they usually arrive with a bare state- 
ment of their mental trouble. There may be 
no one to give history and the patient may 
not be able to tell. The complaints of im- 
paired vision or hearing may be interpreted 
as a part of arteriosclerotic syndrome or as 
delusions, or there may be no complaints at 
all because of the patient’s inability to ex- 
press them. He is examined on admission, 
sent to ward where he is taken care of, but 
where he is one of a very large number re- 
quiring attention. His obvious medical and 
surgical needs are attended to, but his diag- 
nosis of cerebral arteriosclerosis or senile 
brain disease accompanies him until some 
alert physician becomes aware of symptoms 
which he believes outweigh the symptoms of 
arteriosclerosis. With a heavy load of pa- 
tients it is remarkable that a correct diagnosis 
of tumor is made in some cases, and not sur- 
prising that so many of these cases are diag- 
nosed on the autopsy table. 

Many mentally sound people may have 
arteriosclerosis of large cerebral vessels 
without any more striking symptoms than a 
mild memory defect until cerebral throm- 
bosis produces profound organic and mental 
changes as a result of this severe insult to 
the brain. The tumor may be clinically silent 
also until hemorrhage into the tumor or se- 
vere edema of the brain initiates a picture 
usually thought due to arteriosclerotic lesion 
(7, 8,9). Differential diagnosis of the brain 
tumor and renal hypertension with choked 
discs, or tumor of the brain and vascular 
lesions of the brain is always difficult and 
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may be impossible(10, 11). Kernohan re- 
ported that psychosis was present in 17% 
of their series of cases. At the state hospital 
the situation is reversed ; all patients are psy- 
chotic or are suspected of having psychosis 
and only a few may have a brain tumor. It 
takes a good history, repeated neurological 
examinations, and a great deal of clinical 
suspicion to make a diagnosis of brain tumor 
in a psychotic patient. The length of hos- 
pitalization of our cases was from 2 days to 
15 years, The short and fatal course of some 
of these cases and the protracted course of 
others make it obvious that some patients 
arrived with the tumor in the last phase of 
their illness, while others developed the 
tumor during their years in hospital, and 
that the tumor was a main cause of psychosis 
in some and only a contributory cause in 
others, 

Meningiomas.—These formed the largest 
group and were almost three and a half 
times more numerous in women than in men 
(Table 1). There were 2 cases of multiple 
meningioma, one particularly striking(12, 
13). An incidental observation was that all 
women with meningiomas either had fibroids 
of uterus or had been operated on for fi- 
broids in the past. As uterine fibroids are 
very common it could have been a coinci- 
dence, but they were not encountered in cases 
of glioma or pituitary tumors with the same 
regularity. 

The localization of meningiomas was di- 
versified: 6 meningiomas were found in the 
convexity, partly buried in the frontal lobes 
and leaving a deep tumor-bed when dis- 
lodged. The seventh was a frontal parasagit- 
tal meningioma pressing on both frontal 
lobes. This last one was of a recurrent type. 
The patient had been operated on 3 years 


TABLE 1 


DistripuTion By Sex AND AcE 


i 


TABLE 2 


Total number of autopsies 
Total number of intracranial neoplasms.... 
Over-all percentage of intracranial 


. Meningiomas 

. Gliomas 
Astrocytomas ... 
Spongioblastomas. 8 

. Metastatic tumors .... 15 
Carcinomas 
Hypernephromas . 

. Pituitary tumors 
Adenomas 
Large cysts 


. Tuberculoma 

. Osteoma 

. Vascular tumors 

. Left acoustic tumor... 
. Cholesteatoma 


perviously and the tumor grew again to a 
very considerable size. One of the meningio- 
mas compressing the right frontal lobe was 
of a hyperostotic type causing severe hyper- 
ostosis of the frontal bone with protrusion. 
Three meningiomas grew out of the falx 
cerebri—2 from the anterior third exerting 
pressure in both frontal lobes and the third 
out of the posterior third pressing on the 
cerebellum. Three tumors caused pressure 
on the right superior parietal lobules—2 on 
right temporal lobes and 2 on the right oc- 
cipital lobe. One grew out of the dura cover- 
ing the petrosal bone causing its erosion; 1 
of the right clinoid process; 1 out of the 
right Gasserian ganglion ; 1 was deeply bur- 
ied in the left Sylvian fissure and 1 in the 
left ponto-cerebellar angle simulating an 
acoustic neurinoma. Microcopically, the 
psammomatous type predominated; there 
were 16 psammomas; of the remaining 10, 
6 had a whorl pattern; 2 were fibroblastic ; 
2 had an alveolar cellular arrangement. 
There were no angioblastic meningiomas in 
our series. 

Gliomas.—Histologically these gliomas 
were diagnosed as: 8 spongioblastomas, 6 
fibrillary, and 3 protoplasmic astrocytoma, 
and 1 nodule growing in the wall of the cere- 
bellar cyst. Six gliomas were located in 
frontal lobes, 5 in the temporal lobes. Two 
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gliomas originated in the corpus callosum. 
One large glioma originating in the right 
temporal lobe extended into the inferior 
parietal lobule and into the occipital lobe; 
another extended from the right temporal 
lobe via the corpus callosum into the left 
temporal lobe. Two tumors had enormous 
hemorrhages into them; I astrocytoma was 
found in the brain of a general paretic; 2 
frontal lobe astrocytomas recurred post- 
operatively, exhibiting more aggressive type 
of growth than before the operation. Three 
spongioblastomas were primary in the basal 
ganglia. Two old organised subdural hema- 
tomas exerting pressure on the frontal lobes 
and 1 intracerebral hematoma of traumatic 
origin were clinically suspected of being 
tumors. The operation in one case and au- 
topsies in all 3 ruled out the diagnosis and 
removed these cases from this series. 

Metastatic Tumors.—Although the num- 
ber of malignant cases was large and meta- 
stases numerous, metastatic tumors of the 
brain were fewer than we expected. There 
were 15 such tumors, 12 carcinomas, and 3 
hypernephromas; 10 in male patients and 5 
in female. The primary tumors were: 1 in 
the stomach, 1 in the rectum, I in the colon, 
2 in the breast, 2 in the uterus, 1 in the 
prostate, I in the lung, 1 in the upper maxi- 
lilla, and 5 in the kidney. The brain meta- 
stases were in the frontal, perietal, occipital 
lobes, corpus callosum, and the cerebellar 
lobe. 

Pituitary Tumors.—There were 11 pitui- 
tary tumors in 6 female and 5 male patients. 
Nine tumors belonged to the chromophobe 
adenoma group, and 2 were very large pitui- 
tary cysts of the pars intermedia. 

Tuberculomas.—There were 4 of these— 
3 in males and 1 in a female patient, located 
in the frontal lobes, medulla, and choroid 
plexus, respectively. 

Gummas.—Of the 4 gummas, 3 were in 
women and I in a man. In one case the 
gumma was so placed as to cause hypo- 
thalamic syndrome(14). 

Osteoma.—Four cases of skull osteomas 
are included in this series because of the 
pressure they exerted on the brain. All were 
accompanied by hyperostosis frontalis interna 
of different degrees of severity. 

Vascular Tumors.—Of 2 cases found, one 


was a congenital angiomatous malformation 
of very large size, so-called arterio-venous 
angioma racemosum(15) in a male patient, 
and the other a venous telengiectatic varyx 
in a woman. 

There was 1 case of acoustic tumor, neu- 
rinoma, and 1 case of epidermoid (choles- 
teatoma). 


DISCUSSION 


There were 10 unsuspected meningiomas 
in 2 patients each 73 years old; in two 76 
years old; in one 77 years; in two 81 years; 
in one 84, 86, and 8 years old respectively. 
All these patients carried the diagnosis of 
psychosis with cerebral arteriosclerosis. 

Undiagnosed gliomas were found in 4 pa- 
tients, ages 64, 70, 76, and 77 years, diag- 
nosed as psychosis with cerebral arterio- 
sclerosis ; in 1 patient 64 years old diagnosed 
as neurosyphilis; in 1 patient age 70 diag- 
nosed as cerebral thrombosis; and one 77 
years old diagnosed as alcoholic deteriora- 
tion. The oldest patient with undiagnosed 
pituitary tumor was a man of 81. 

We have compared our findings with those 
of Braatelien and Gallavan(16) at the Colo- 
rado State Hospital, and of Peers(17) at 
the Boston City Hospital. The Colorado 
material consisted of 1,168 autopsies per- 
formed during the period of 1938-1949. 
Peers reported on the findings in 5,150 au- 
topsies performed during 1896-1934. At the 
Colorado State Hospital 21 (52.5%) were 
males and 19 (47.5%) were females. At 
the Boston State Hospital 40 (46.51%) were 
males and 46 (53.49%) were females. The 
percentage of brain tumors in our series was 
3.54%, Braatelien’s, 3.5%, and Peers, 
3.65%. Meningiomas formed the largest 
group in our and in the Colorado series, 
30.23% and 29.2%, respectively. Gliomas 
were higher—26.9% as compared with our 
20.93%, as were the metastatic tumors, 
19.5% to our 17.44%. When we compare 
these figures with those of Boston City cer- 
tain differences become apparent: the num- 
ber of gliomas is much higher than in either 
state hospital, 43.1%, and meningiomas 
much lower, less than 11.7%. 

Pituitary tumors were also more numerous 
in our patients, 12.8% to 3.2% at the general 
hospital. Metastatic tumors of the brain 
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were more numerous in both state hospitals, 
17.44% and 19.5% as compared with 15.4%. 
Tuberculomas and gummas, with tubercu- 
lomas 5 times as numerous as gummas, 
were 10.1% at the general hospital, and 
9.3% in our series, equally divided, 4.65% 
each group. Vascular tumors were 2.6% in 
the general hospital and 2.04% in our 
hospital. 


SUMMARY 


1. This study indicates that, as found in 
routine autopsies at the state hospitals, there 
are many more meningiomas, more pituitary 
and metastatic tumors, somewhat fewer 
granulomatous tumors and considerably 
fewer gliomas than in a general hospital. 

2. Most of the undiagnosed intracranial 
tumors were found in aged patients with 
severe cerebral arteriosclerosis. 
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CURRENT ATTITUDES TO ALCOHOLISM OF PSYCHIATRISTS 
IN SOUTHERN CALIFORNIA ' 


MAX HAYMAN, M.D., Beverty Hits, 


The committee on alcoholism of this So- 
ciety was constituted over a year ago to study 
and report on questions referred to it con- 
cerning alcoholism. During this time the 
committee has had a singular lack of employ- 
ment. A certain apathy was apparent from 
private conversations, and the committee be- 
gan to wonder why no questions were being 
asked and whether anyone was interested. 
It was decided, therefore, to circularize the 
membership to determine how much interest 
or even opinion there was on the topic of 
alcoholism. Accordingly, a series of ques- 
tions was formulated covering medical and 
medico-legal topics, Alcoholics Anonymous, 
and social aspects of alcoholism. 

We make no pretensions to scientific ac- 
curacy for the questionnaire or its responses ; 
we merely recorded and tabulated the opin- 
ions of the psychiatrists in this area on vari- 
ous aspects of alcoholism. While Southern 
California presents its own particular prob- 
lems, the opinions are of general interest and 
application, and reflect the situation in many, 
if not most of the areas of the United States. 
Forty-two percent returned the question- 
naires. The questions and responses are 
shown in Tables 1 and 2. 


RESULTS 
MEDICAL ASPECTS 


Forty-four percent of the respondents do 
not treat alcoholics. Sixty percent do not 
treat hospitalized alcoholics. The number 
treated by psychiatrists is further reduced in 
that 42% who treat alcoholics limit the num- 
ber they treat. Almost four-fifths treated 10 
or fewer patients, while only one-fifth treated 
more than 10. In absolute numbers, those 
who treated fewer than 10 had a total of 55 
alcoholics. Of the 8 who treated more than 


1 Address by the Chairman of the Alcoholism 
Committee (Members: Hugh Adams, M. D., Merril 
B. Friend, M. D., J. Victor Monk, M. D., Solon D. 
Samuels, M.D.) to the Southern California Psy- 
chiatric Society, June 4, 1954. 


10, 4 were in hospital practice and some- 
times had several hundred patients. Those 
in private practice had 96. This suggests 
that the psychiatric treatment of alcoholism 
is more or less restricted to hospital practice 
and to a small private group, and that the 
large majority of psychiatrists, when they 
do treat alcoholics, treat 1 or 2 only. It is 
possible that a specialization in alcoholism is 
developing. This is further indicated when 
we see that 87% of psychiatrists had 10% 
of alcoholics or less in treatment while only 
13% had 10% or more. 

The therapeutic results reported are quite 
modest. Fifty-six percent had no recoveries 
whatever. Seventy-six percent had 10% or 
less of their patients recover, while 24% had 
more than 10. Two-fifths of the doctors had 
30% or less of their patients improve, while 
three-fifths had more than 30% improve. 
Although this is a cumbersome method of 
reporting, there were too few respondents in 
each of the categories to make any other 
method feasible or meaningful. 

Alcoholics and psychiatrists seem to show 
a mutual avoidance of each other. Alcoholics 
usually avoid any type of treatment until 
their situation becomes desperate or they 
come into conflict with the law. The number 
is further limited because general practi- 
tioners who would ordinarily send the pa- 
tients to psychiatrists feel that they can treat 
the acute manifestations of alcoholism as well 
as the psychiatrist and can expect no help 
from him with the chronic manifestations. 
Furthermore, few of them seem to be 
welcomed by the psychiatrist. They often 
approach him in an apologetic way, wonder- 
ing whether he would be interested in treat- 
ing an alcoholic. As we have seen, their 
chances of being refused are greater than 
of being accepted. 

Where then do the alcoholics go? Le- 
mere(1) reports that 86% remain incorrigi- 
ble drinkers all their lives. In moderate 
numbers alcoholics go to the state mental 
hospitals where the psychiatrists struggle 
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TABLE 1 


ALCOHOLISM QUESTIONNAIRE 


I. Medical 
I. 56 
40 of total respondents 
70 of those who treat alcoholics 
3. Do you limit the number of alcoholics you treat?... 42 of those who treat alcoholics 
4. How many alcoholics treated in the past year? 
5 or less 79 
5 or more 
. What per cent of your practice are alcoholics? 
10% or less 


. With any treatment you have used, what per cent 
of alcoholics are: 
(a) Recovered: 
Number of respondents reporting : 
No recoveries 
10% recoveries or less 
10% recoveries or more 
(b) Improved: 
30% improved or less 
30% improved or more 
(c} Unchanged: 
30% unchanged or less 
30% unchanged or more 
. Which of following therapies do you use for: * 


£S 88 PBS 


Insulin 

Sedatives 

Environmental control 

Group therapy 

Group psychotherapy 

Supportive therapy 

Insight therapy 

Psychoanalysis 

. What is your method of choice in treatment of 

alcoholics ? 
Antabuse plus psychotherapy 
Psychotherapy—Supportive 

—Insight 

Group psychotherapy 
Other, including combined 

Is you practice mainly : 


Hospital 
Clinic 
* In most cases several methods were utilized. 
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TABLE 2 


ALCOHOLISM QUESTIONNAIRE 


II. Medico-legal 
1. Do you know the procedure for commitment and 
voluntary admission of alcoholics to State Mental 
Hospitals or other treatment facilities?........... 47 

. Have you arranged or advised such commitment 
or voluntary admission 26 

. Has commitment or voluntary admission been re- 
fused your alcoholic patient at the Psychopathic 
Department of County General Hospital, or State 
Mental Hospital ? 

Elsewhere? 

Why? 

In your experience, have commitment procedures 
and voluntary admissions for alcoholics functioned 
satisfactorily ? 

If not, what are the reasons? 

. In your opinion, should there be legal provision for 
involuntary commitment of alcoholics who are not 
immediately dangerous to themselves or others?... 
Why? 

. Do you feel treatment procedures are useless if an 
alcoholic is involuntarily committed ? 


III. Alcoholics Anonymous 
1. Do you know the methods and procedures of A.A.?.. 


3. What percentage of patients you have known have 
remained abstinent on the A.A. program: 


For 2 years 
Over 2 years 
4. Are the “successful” patients you have seen well 
adjusted ? 
Remarks— 
5. What is your attitude to A.A.? 
Positive 


IV. Social Aspects 
1. Do you have adequate hospital or sanitarium fa- 


Do you have adequate facilities for referral of in- 
digent patients to 

Hospital ? 

Sanitarium? 

Clinic ? 

. What facilities would you like for indigent alcoholic 

patients ? 

Hospital 

Sanitarium 


3 
. Do you feel there should be a clinic for alcoholics?. 59 
Doubtful 


(Continued next page) 
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TABLE 2—continued 


ALCOHOLISM QUESTIONNAIRE 


Yes 
| 
No. % 


. If adequate financial support is given, do you feel 


the Society should sponsor such a clinic? 
Doubtful 


. What do you feel should be the relationship of the 


Society to the clinic? 


. Would you contribute time to such a clinic? 


Doubtful 


. What type of therapy would you prefer to do in 


such a clinic? 
Psychotherapy 
Group psychotherapy 
Supportive therapy 
Insight therapy 
Antabuse therapy 
Psychoanalysis 
Physical therapies 
Antabuse and psychotherapy 


. In what general location do you feel such a clinic 


should be? 
Westside 
Downtown 
Scattered 


. What suggestions do you have for hospitalization 


of acute alcoholic patients— 
Private 
Indigent 
Please do not sign. 


valiantly to treat large numbers with limited 
personnel and limited means. Hordes of al- 
coholics pass through the portals of the city 
jails. Finally, they can go to Alcoholics 
Anonymous which currently has a member- 
ship of about 100,000 in the United States 
and foreign countries. The problem of what 
constitutes cure or improvement in alcohol 
addiction and how many achieve this is an 
extremely difficult one. Lemere’s study 
shows that 3% will spontaneously be able to 
drink moderately ; 7% quit drinking of their 
own accord ; 3% become abstinent under the 
influence of spiritual conversion; and 1% 
will stop drinking because of medical treat- 
ment (either psychotherapy or conditioned 
reflex therapy). He reports also that many 
were abstinent for over 3 years only to re- 
lapse. However, abstinence is not always 
the goal of psychiatric treatment. Many 
psychiatrists feel that improved marital, oc- 
cupational, and social adjustments may be a 
greater gain than total abstinence. One must 
be very cautious here because although an 


alcoholic may be doing much better occu- 
pationally, it can hardly be called improve- 
ment if he beats his wife twice as much as 
formerly, Considerable research is needed 
to obtain valid criteria for improvement. 
The respondents reported anywhere from o 
to 100% improvement rates. The reports in 
the literature have varied from 10% im- 
provement and recovery to over 65% (2, 
3, 4). These are usually short-term studies 
with the criteria for improvement not well 
defined. It is questionable whether the 
term recovery should be used and perhaps 
alcoholics should be considered on a life- 
long treatment regime. 

Very few physical therapies were used in 
chronic alcoholism with the exception of 
sedatives. The overwhelming majority of 
psychiatrists use psychological methods, even 
Antabuse, a physical agent, is invariably 
linked with psychotherapy. Supportive psy- 
chotherapy was most popular, followed re- 
spectively by insight therapy, group psycho- 
therapy, and Antabuse plus psychotherapy. 
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A miscellaneous group included Alcoholics 
Anonymous, combinations of psychothera- 
pies, and psychoanalysis. The psychiatrists 
using psychoanalysis are a small but impor- 
tant group. Most psychological therapies owe 
a heavy debt to psychoanalysis for the under- 
standing of the psychodynamics of the alcohol 
addict. From it are derived the insights nec- 
essary for psychotherapy and for therapeu- 
tic management and it has pointed the way to 
substitution and sublimation in alcoholism. 
Knight(5) and Simmel(6) both suggest the 
possibility of a true cure in some alcoholics ; 
that is, the major problem has been resolved 
and the alcoholic can again drink socially. 
The therapeutic results with psychoanalysis 
are meager ordinarily, especially since so few 
patients can be treated by this method, but 
the research value is inestimable. 
Seventy-four per cent of the respondents 
were in private practice, 18% in hospital 
practice, and 8% in clinic practice. 


MEDICO-LEGAL ASPECTS 


Thirty-six percent of the respondents had 
no knowledge of the admission procedures 


for alcoholics, and 60% had not arranged or 
advised admission to treatment facilities. 
This reflects the previously noted lack of 
interest in treating the alcoholic and also 
the fact that uncured alcoholics terminating 
treatment with psychiatrists are returned to 
the community where they get into social 
and legal difficulties and finally have hos- 
pitalization arranged by other agents. We 
should remember that where questions are 
not or cannot be answered, people are likely 
to go where the questions can be answered. 
This, of course, is very often the jail. 

There has been increasing difficulty in 
obtaining admission to psychiatric facilities. 
Thirty-eight percent of the respondents have 
had patients refused admission to the county 
psychopathic hospital or the state mental 
hospital. The reasons given by the court for 
such refusals are quite vague and include, 
“the judge’s decision,” “no need for it,” 
“changes in policy,” etc. There have been 
situations where patients were threatening 
their wives or children, bringing social ruin 
to themselves and families, and leaving the 
latter destitute, yet could not obtain admis- 
sion. Sometimes immediate isolation from 


society is necessary even where no therapy 
is available. As might be expected in view 
of these factors, 47% of the respondents felt 
that admission procedures were unsatisfac- 
tory. Again the reasons were given as, “lack 
of voluntary admission procedures,” “too 
difficult to obtain admission,” “refusal to go 
through psychopathic hospital,” “alcoholics 
are not welcome,” and a miscellany of other 
reasons. 

There was considerable difference of opin- 
ion when the membership was asked whether 
there should be legal provision for involun- 
tary commitment of alcoholics who were not 
immediately dangerous to themselves or 
others. Sixty-three percent felt that there 
should be such legal commitment, 37% that 
there should not. It must be remembered 
that alcoholics are legally committed in mod- 
erate numbers in California at the present 
time, often after they have run afoul of the 
law. The reasons given favorable to such 
legal commitment were that such patients 
are “helpless and incompetent,” “early treat- 
ment would be possible,” “alcoholics have 
poor judgment and are unable to decide for 
themselves.” Those disagreeing thought that 
this is an unwarranted personal limitation,” 
“should not be legally possible,” and “could 
be abused.” Several mentioned the lack of 
effective therapy. About one-quarter, or 
26%, felt that treatment procedures were 
useless if an alcoholic were involunarily com- 
mitted, The large majority, however, felt 
that treatment could be carried out, and 
some specifically mentioned that the resent- 
ment occasioned by such a commitment 
could be overcome. Brunner-Orne, Iddings 
and Rodrigues(7) established a court clinic 
for alcoholics, compulsory in that patients 
were given a choice of treatment or a penal 
sentence. Using the customary therapies for 
alcoholism, they reported 58% success. 

It is apparent that the membership con- 
siders admission procedures far from satis- 
factory, partly because of inadequate statutes 
and partly because of their inadequate ad- 
ministration. A primary need is for volun- 
tary admission of alcoholics to state hospitals 
with the proviso that the hospital can detain 
the patient for a limited period so that 
therapy for both the acute and chronic phases 
can be carried out. Several local organiza- 
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tions are now reevaluating the problem of ad- 
mission and will recommend revision of the 
procedures to the legislature in the near 
future, 

Alcoholism is so extensive that obviously it 
must be considered a public health problem 
of great magnitude. Except for pilot clinics, 
research centers, and university clinics, 
the problem must be attacked on a state- 
wide basis, and this has been done in many 
states, including Connecticut, Pennsylvania, 
Oregon, New Hampshire, Massachusetts, 
and the Province of Ontario in Canada. 


ALCOHOLICS ANONYMOUS 


This movement, known in abbreviated 
form as A.A., was included in the question- 
naire because it is the most significant oc- 
currence in the field of alcoholism since pro- 
hibition and repeal. Alcoholics Anonymous 
makes predominant use of spiritual, religious, 
and inspirational factors. As such, it might 
be considered opposed to the scientific 
method of medicine, and the members of 
A.A. are occasionally inimical to the con- 
cepts and working methods of the psychia- 
trist. However, the latter show an amazing 
unanimity of views regarding Alcoholics 
Anonymous. Ninety-seven percent of the 
psychiatrists are familiar with the methods 
and procedures of A.A. Not only this, but 
77% have referred patients to A.A. In many 
clinics and state hospitals Alcoholics Anony- 
mous is an integral part of the treatment 
program. The opinion of psychiatrists as 
to the results obtained by A.A. is as follows: 
38% remain abstinent for one year, 20% for 
2 years, and 10% over 2 years, The criterion 
of abstinence has been used because this is 
the avowed goal of the organization. The 
impression of almost half the psychiatrists 
is that those recovering under the aegis of 
A.A, are well adjusted ; slightly under half 
feel they are not. Of the psychiatrists re- 
porting 94% are favorably disposed toward 
Alcoholics Anonymous and another 5% 
qualifiedly approve, which makes 99% gen- 
erally approving. While no opinions were 
elicited regarding the recovery rates of A.A. 
compared with medical procedures, it is, on 
the whole, admitted that A.A. has been more 
successful than medical or psychiatric treat- 


ment. The eagerness of the psychiatrist for 
a therapy directed toward the etiology of the 
condition has undoubtedly occasioned diffi- 
culty in treatment. Alcoholism is usually 
considered by the psychiatrist as symptoma- 
tic of an underlying neurosis or character 
disorder and treatment is so oriented. In the 
meantime, too often the symptom destroys 
the possibility of treatment. Alcoholics 
Anonymous, on the other hand, regards alco- 
holism as a disease itself. They acknowledge 
and accept their alcoholism and admit once 
and for all that they cannot drink. The goal 
is sobriety, and they attempt to remove all 
pressures that could lead to drinking. 

Related to this is another difference in 
concept. Psychiatry in effect says, “You are 
ill and have no power of choice.” The im- 
plication is that with therapy the patient will 
discover the power of choice and, of course, 
will choose not to be an alcoholic. Alcoholics 
Anonymous says, “Drinking is evil and you 
must make a choice now!” With less con- 
viction the psychiatrist sometimes says, “The 
patient must be well motivated.” As scien- 
tists we try to keep fact uninfluenced by 
value judgment but, so far, in the treatment 
of alcoholism the determinism and objectivity 
of science has lagged far behind the value 
judgments, religious and spiritual forces of 
Alcoholics Anonymous. . 

Although psychiatrists estimate the results 
obtained by A.A. in a rather modest way, 
they overwhelmingly approve and refer pa- 
tients to them, thus indicating their belief 
that A.A. is superior to their own methods 
and techniques. The statement is sometimes 
made that only certain patients will respond 
to A.A., but no criteria have been established 
indicating which patient will respond to 
which particular technique. It would be 
most useful to understand the dynamics of 
the techniques used by Alcoholics Anony- 
mous. A valuable start has been made in a 
paper by Simmel(6) published posthu- 
mously. Essentially his thesis is this: The 
alcoholic identifies with the ex-alcoholic 
which is further reinforced by his curing 
others. He identifies also with the society 
in which alcohol, in contrast to our normal 
society, is taboo, The alcoholic accepts two 
beliefs: One, that he is powerless against 
alcohol ; that is, he accepts the destruction of 
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his omnipotence fantasies ; and the corollary 
of this, that there is a power greater than 
himself and he must submit to it to be well. 
Once there is acceptance emotionally of this 
universal power the alcoholic compulsion can 
be expelled. This is the basis of the spiritual 
experience necessary for cure. The alco- 
holic’s psychopathological formula of de- 
stroy and be destroyed (by incorporation) 
is changed to save and be saved. Identifica- 
tion is substituted for addiction; that is, de- 
vouring is replaced by identification. Alco- 
holics Anonymous, like church groups such 
as the Evangelical and the Salvation Army, 
make use of suppressive and repressive 
mechanisms as well, and proselytization aids 
this repression. 

Sporadically, psychiatrists have worked 
with the leaders of A.A. to a limited extent. 
It would perhaps be advantageous in the 
attack on this problem if there could be an 
integration on a more systematic basis of the 
understanding and orientation of the psychi- 
atrist and the intuitive insight of Alcoholics 
Anonymous, Exploratory conferences might 
be rewarding. 


SOCIAL ASPECTS OF ALCOHOLISM 


Forty-two percent of the respondents felt 
that they had adequate facilities for private 
patients in hospitals and sanitaria. A few 
patients are admitted under pressure to gen- 
eral hospitals ; most of them to private sani- 
taria whose facilities are too expensive for 
the average patient. This is a special prob- 
lem in Los Angeles which ranks eighteenth 
in general hospitals among the large cities 
of the country. In this area also, 63% of the 
hospitals are profit seeking as compared with 
24.2% in the country as a whole. 

Only 30% of respondents felt there were 
adequate hospital facilities for indigent pa- 
tients, and only 6% for sanitarium, and 9% 
for clinic patients. 

Facilities at a reasonable rate for persons 
referred by A.A. for acute alcoholism are 
badly needed. When questioned as to the 
faciltities they would prefer, 33% of the 
respondents answered “hospital,” 22%, 
“sanitarium,” 36% “a clinic,” and 9% pre- 
ferred “a farm.” Adequate clinics, of course, 
would reduce the need of sanitarium and 
hospital facilities. A farm would be useful 


where there is some deterioration and where 
long-term rehabilitative care is necessary at 
a minimal cost. 

There was considerable unanimity in the 
desire for an alcoholic clinic: 89% were in 
favor, 2% were doubtful, and 9% were op- 
posed. The latter felt that alcoholism should 
not be separate from psychiatric disorders. 
The general feeling, however, is that alco- 
holics would be much more welcome in such 
a clinic; the attitude of the staff would be 
more favorable to alcoholics, and alcoholics 
themselves would prefer this rather than be 
classed along with mental or neurotic pa- 
tients. 

Practically all the respondents felt that 
governing bodies at all the levels mentioned 
should share the responsibility of alcoholic 
clinics, and some added private and federal 
to those. In most areas the problem must 
be handled on a state level. 

Whether the Society should sponsor a 
clinic for alcoholics is a controversial ques- 
tion. Those in favor amounted to 46%; 
those opposed, 49% ; and 5% were doubtful. 
The question as stated, thought to be gen- 
eral, was actually quite ambiguous. The 
remarks, however, were clarifying and gave 
a good indication of the feeling of the Society 
with regard to a clinic. The reasons against 
sponsorship were as follows: (1) They did 
not believe there should be a separate clinic 
for alcoholics and feared that alcoholism 
might not be regarded as a psychiatric prob- 
lem; (2) sponsoring such a clinic was over- 
stepping the function of the Society; this 
should be a function of the State, the County 
Health Department, the Federal govern- 
ment or a teaching institution; (3) there 
were more urgent community needs and 
well-motivated patients could find facilities. 
Those who approved the Society’s sponsor- 
ing a clinic understood that this would not 
be the clinic of the Society itself; both the 
pro and con groups had the same opinion as 
to the relationship of the Society to the 
clinic: for example, the word “advisory” ap- 
peared 25 times, and with decreasing fre- 
quency “contributory,” “investigative,” “con- 
sultative,” “supportive,” “encouraging,” and 
“recommending.” Some emphasized partici- 
pation in the work of the clinic as individuals 
rather than as a group. Others emphasized 
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supporting such a clinic together with other 
interested groups. Some spoke of the So- 
ciety assisting with staffing of doctors. Sev- 
eral stressed research, study, and teaching, 
and some suggested organizing the clinic and 
encouraging its growth. Most felt that active 
supervision was not the role of the Society. 
Even the facetious remarks, “Pat it on the 
back and let it run itself,” has the same ele- 
ment. 

When asked if they would contribute time 
to the clinic, a rather large percentage an- 
swered in the affirmative. Thirty-six percent 
of the respondents would contribute time, 
and an additional 11% were doubtful. 
Twenty-two percent would serve on a pay 
basis, and 28% gratuitously; 16% would 
serve on either basis. There would appar- 
ently be enough psychiatrists to staff several 
alcoholic clinics. There is a strong indica- 
tion that many psychiatrists are interested 
in alcoholism to the point of special and vol- 
untary work in this field, if proper facilities 
are available. 

The type of therapy psychiatrists would 
prefer to do in a clinic follows quite closely 
their method of choice reported in the first 
section. 


Eighty-eight per cent of the re- 
sponses preferred the psychological thera- 
pies; 12% preferred physical therapy or 
Antabuse. 

The suggestions requested dealt with 


treatment facilities for alcoholics. Some re- 
quested psychoanalytic and private hospitals. 
Most felt that facilities for alcoholics should 
be distinct from those for other types of pa- 
tients, Both public and private institutions 
where an intensive treatment program could 
be carried out were frequently mentioned. 
This could be a special unit of the county 
general hospital or separate hospitals or 
sanitaria. Most felt that facilities for acute 
and chronic alcoholics should be in the same 
place. 

It has been noted that relatively few psy- 
chiatrists treat alcoholics, and the question 
arises whether other doctors carry on the 
treatment. This can be answered to a limited 
extent by a questionnaire sent to the approxi- 
mately 1,000 physicians of Erie County. 
Three hundred forty-five questionnaires were 
returned. About one-third of the doctors 
treated alcoholics, and of these each treated 


about 4. These, of course, treated the acute 
phase, and no_ systematic rehabilitative 
therapy was done. 


DIscussION 


Alcoholism occupies a rather peculiar 
place in psychiatry. While psychiatrists are 
quite insistent that alcoholism lies within the 
purview of interest and study of psychiatry, 
nevertheless they try to avoid too close a 
contact with it both in practice and com- 
munity responsibility. Alcoholism appears 
to be the delinquent child of psychiatry. It 
resembles us but we are not quite sure it is 
our own. We won't release him entirely to 
other parents but if the neighbors, like Alco- 
holics Anonymous, take care of him, we 
smile approvingly and are grateful. If he 
gets in jail, we try to bail him out and are 
indignant with those putting him in. We 
would like to have him, of course, but our 
house (our facilities) is not quite big enough. 
If he breaks up the furniture, we are grimly 
permissive and wait for him to grow up. We 
try desperately to be good parents but are 
often so embarrassed that we must periodi- 
cally farm him out. 

There is much confusion in the field, many 
unanswered questions, and many difficulties 
and problems. Nevertheless there is a body 
of organized knowledge which can be utilized 
in effective treatment. Since the Yale-plan 
clinics were started in 1940 much of their 
thinking and attitudes have spread and there 
are now clinics and well-organized programs 
for the treatment on a state-wide scale in 
many states and territories. California has 
lagged behind, and in this state as well as 
others that do not as yet have an organized 
program, interested individuals and organi- 
zations must combine, stimulate, guide and 
goad public opinion to deal with this im- 
portant public health problem. Psychiatrists 
can contribute their special knowledge and 
ability to all 4 aspects of the problem: re- 
search, education, treatment, and legal con- 
trols. 

The questionnaire indicates that under 
present circumstances psychiatrists show a 
very limited interest in alcoholism but have 
a general agreement regarding the need for 
facilities. At the same time they indicate a 
willingness to have their organization play 
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a prominent part in establishing a clinic and 
a gratifying number are willing to contribute 
time to it. Psychiatry is at a crossroads. It 
must either accept full responsibility and a 
role of leadership in the problem of alcohol- 
ism or abdicate voluntarily or involuntarily 
and let other agencies of the community take 
over. 


CONCLUSIONS 


A questionnaire on alcoholism returned by 
members of the Southern California Psychi- 
atric Society shows the following : 

1. Almost half the respondents do not 
treat alcoholics. Almost half of those who 
do limit the number they treat. In approxi- 
mate numbers, four-fifths treat 5 or fewer, 
a total of 55 alcoholics. Five-sixths had 10% 
or less alcoholics in practice. 

2. The members show no enthusiasm over 
their therapeutic results. Over half have no 
recoveries whatever. Almost four-fifths of 


those with any success have 10% recovery or 
less. 

3. An overwhelming majority of the re- 
spondents use psychological therapies in 


chronic alcoholism. 

4. Three-quarters of the members are in 
private practice, the rest in hospitals and 
clinics. Treatment of alcoholics appears to 
be restricted almost entirely to hospital prac- 
tice and a small group of private psychia- 
trists. 

5. Almost two-fifths of psychiatrists do 
not know admission procedures to state hos- 
pitals, and three-fifths have never arranged 
admission. Two-fifths have had their pa- 
tients refused admission to state hospitals. 
Over half consider admission procedures 
unsatisfactory. Over three-fifths approve of 
legal commitment for alcoholics, and three- 
fifths feel that treatment is helpful in com- 
mitted patients. 

6. Alcoholics Anonymous is approved by 
99% of psychiatrists. Ninety-seven percent 
know their procedures, and 77% have re- 
ferred patients to them. The results, how- 


ever, they feel are only moderately good; 
that is, two-fifths remain abstinent for 1 
year, one-fifth for 2 years, and one-tenth 
over 2 years, The respondents also feel that 
only half are well adjusted. 

7. About two-fifths of the psychiatrists 
felt they had adequate facilities for private 
patients. Facilities for indigent patients are 
extremely meager. Three-tenths felt they 
had adequate hospital facilities, but just a 
handful felt they had adequate clinic or sani- 
tarium facilities. Clinic and hospital facili- 
ties are most urgently needed. 

8. Eighty-nine percent of psychiatrists are 
in favor of a clinic for alcoholics, and they 
feel that state, county, and community should 
support it. 

9. Almost half feel that the Society should 
sponsor a clinic for alcoholics but both the 
assenters and dissenters agree on the role 
of the Society to the clinic, that is, advisory 
and consultative. 

10. Thirty-five percent of the psychiatrists 
will contribute time to the clinic. Twenty- 
two percent will do this on a pay basis and 
28% on a non-pay basis. 

11. Almost half the psychiatrists felt that 
the clinic should be at the site of the great- 
est need. About one-fifth thought the clinic 
should be multiple and scattered in different 
communities, while the rest thought it 
should be most convenient to the psychia- 
trists. 
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Iproniazid* was first introduced in the 

treatment of tuberculosis when it was ad- 
ministered to 82 patients at Sea View Hos- 
pital in the later part of 1951(1). The re- 
sponse of tuberculous cases to the new drug 
is most eloquently described in the following 
quotations from the early studies of Selikoff, 
Robitzek, and Ornstein(2) : 
[The results] were beyond anything we have ever 
seen with any of the chemotherapeutic or antibiotic 
agents previously utilized by us ... No bed cases 
remain, the wards have a completely new appear- 
ance. 


These favorable effects are even more re- 
markable considering that the patients used 
were “toxic, sorely sick and far advanced 
caseous-pneumonic cases.” At first the ex- 
cellent response was attributed to the symp- 
tomatic improvement of distressing manifes- 
tations such as cough, expectoration, fever, 
asthenia and systemic tuberculous toxicity. 
In subsequent papers, however, Robitzek and 
Selikoff expressed the belief that there was 
also direct stimulation of the central nervous 
system as the result of Iproniazid therapy 
(3). This was confirmed by Fisher, Mam- 
lok, et al. who observed similar reactions in 
cancer cases treated with Hydrazine deriva- 
tives(4). 

The enthusiasm over Iproniazid, however, 
was soon dimmed by rapidly accumulating 
reports on its toxicity. Selikoff, Robitzek, 
and Ornstein described a great number of 
toxic reactions to the drug in their initial 
series of patients. The most troublesome 
side-effects in order of frequency were: (1) 
twitching of the lower extremities; (2) 
vertigo; (3) ataxia; (4) urinary spasms; 
(5) constipation; (6) hyper-reflexia; (7) 
drowsiness; (8) insomnia; (9) dryness of 


1From the Division of Pulmonary Diseases, 
Montefiore Hospital, Westchester Division, Bed- 
ford Hills, New York. 

21 wish to thank Dr. Robert G. Bloch and Dr. 
Alfred S. Dooneief for their valuable contributions 
to this study. I also want to express my gratitude 
to Dr. Albert Lafleur for his kind cooperation. 

8 Isonicotinil-isopropyl hydrazine, Iproniazid or 
Marsilid was supplied through the courtesy of 
Hoffman-LaRoche, Inc., Nutley, New Jersey. 
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THE PSYCHIATRIC SIDE-EFFECTS OF IPRONIAZID 
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the mouth(1). The hyper-reflexia, ataxia, 
vertigo, etc. were ascribed to disturbances 
of the CNS(5), the digestive, urinary, and 
vascular complications to sympathetic stim- 
ulation or blockage. Less frequent but prob- 
ably more serious than the neurological 
complications were symptoms caused by 
cardiovascular insufficiency, anemia, and 
liver damage. 

Psychiatric side-effects were not men- 
tioned in the first studies on Iproniazid al- 
though in reading those papers one may infer 
that at least some patients became disturbed 
in the course of treatments. One disciplinary 
discharge(1), and one case of exertional 
dyspnea due to overactivity were reported 
(2). In later studies Robitzek and Selikoff - 
did, however, state that there had been subtle 
mental changes as well as disturbances in 
sex drives in some of their patients(6). The 
same authors and Mamlok and Tendlau also 
described excessive dreaming, headaches, 
and irritability, especially pronounced upon 
withdrawal of the drug, and suggested that 
unstable and prepsychotic individuals were 
more likely to develop such complications 
(7). Cheifetz, Paulin, and others reported 
one psychotic reaction in a study based on 
50 patients treated with Iproniazid but failed 
to observe any significant mental changes in 
the other cases of the series(8). In general 
very little attention had been given to psy- 
chiatric complications arising from treatment 
with Iproniazid until O’Connor, Howlett, 
and Wagner reported severe mental disorder 
in 3 patients, two of whom required transfer 
to a mental hospital(g). More recently 
Bloch, Dooneief, Buchberg, and Spellman 
reported psychotic behavior in about 20% 
of their cases as the result of Iproniazid 
therapy(10). They felt that the drug could 
be administered to extremely debilitated pa- 
tients but cautioned against its use without 
previous psychiatric evaluation of the indi- 
viduals to be treated. 

In view of the many troublesome side- 
effects the use of Iproniazid was almost com- 
pletely abandoned. Although the complica- 
tions reported by various authors were 
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predominantly neurological, it is our opinion 
that the emotional disturbances most likely 
discouraged its further use. Iproniazid was 
therefore replaced by Isoniazid* which 
proved just as effective an antitubercular 
agent as Iproniazid. It lacked, however, its 
dramatic symptomatic effects on tuberculous 
toxicity. 

This paper attempts to evaluate the na- 
ture, extent, and frequency of the psychiatric 
side-effects of Iproniazid. The investigation 
was also undertaken to determine whether 
the emotional disorders created by the drug 
are serious enough to contraindicate its use 
since “[{Iproniazid still] emerges as by far 
the most potent drug for alleviating the com- 
mon symptoms of tuberculosis(10).” 


MATERIALS AND METHODS 


The cases used were tuberculous patients 
at Montefiore Hospital, Westchester Divi- 
sion. The first group to receive Iproniazid 
was not screened psychiatrically or subjected 
to regular mental examinations since very 
little was known of the psychological side- 
effects of the new drug when it was first 
introduced in the institution. It was only 
after several patients reacted with dramatic 
and dangerous symptoms that the psycho- 
logical aspects of treatment with Iproniazid 
were given serious consideration. Conse- 
quently the drug was discontinued in pa- 
tients who presented severe mental disturb- 
ances, and those cases who seemed to take 
the drug well were kept under constant 
psychiatric observation. Furthermore new 
candidates for treatment were given psychi- 
atric clearance before receiving the drug. 

Evaluation of the psychological effects of 
Iproniazid was difficult as the material con- 
sisted of unselected chronically ill patients. 
The patients often had a suspicious and in- 
different attitude toward the new treatment 
and were likely to distort what they had ex- 
perienced. Apathy, denial of the disease, 
excessive optimism or unwarranted pessi- 
mism interfered with an objective and clear 


* Isonicotinic acid hydrazide, Isoniazid or Rimo- 
fon (Hoffman-LaRoche) is chemically closely re- 
lated to Marsilid. It causes occasional psychiatric 
side-effects(11, 12, 13, 14). Isoniazid was also 
used in schizophrenics to relieve symptoms of nega- 
tivism with apparently good results(15). 


recollection of emotional changes in the 
course of treatment. In addition, the pa- 
tients’ contradictory answers suggested that 
perhaps Iproniazid caused temporary defects 
of retention and perception of a psychogenic 
nature. This complication was a particularly 
serious limitation in the cases interviewed 
after the drug had been discontir.ued, as we 
were completely dependent on their recol- 
lections. In spite of these difficulties the find- 
ings permit some interesting conclusions. 


FIRST SERIES OF PATIENTS 


This series included 14 patients in whom 
treatment was begun between April and 
August 1952. None had received a prior 
psychiatric examination. Eight were inter- 
viewed a few weeks to several months after 
the drug was discontinued ; the remaining 6 
were followed up in the last phase of treat- 
ment and for a few weeks after Iproniazid 
had been discontinued. 

All the patients received approximately 
the same dosage (4 mg. per kilo of body 
weight, in some instances 6 mg. per kilo of 
body weight per day) over a period ranging 
from 3 weeks to I year. 

The outstanding finding in this series was 
that every patient had some psychological 
reaction in the course of treatment, the mani- 
festations ranging from overt psychotic be- 
havior to subtle changes in the dream life 
(Table 1). 

Types of Reactions.—Eleven patients pre- 
sented a picture of overactivity or excitement 
whereas 3 became depressed and fatigued. 
The typical reaction of the overactive group 
was: increased response to external stimuli, 
excessive but superficial involvement in the 
environment, feeling of well-being, increased 
resistance to fatigue, tremendous appetite, 
and poor sleep. In at least 3 cases there was 
also a break with reality resulting in a dis- 
tortion of the external world and the body 
image. In the depressed group (cases 4, 6, 
11) weakness, apathy, and loss of interests 
were the significant symptoms. 

Duration of Reactions —Symptoms of 
overactivity were evident throughout treat- 
ment with Iproniazid and in many cases were 
a threat to the pulmonary condition for 
which the drug was administered. The 
majority of patients returned to their pre- 
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treatment condition after medication was 
discontinued and withdrawal symptoms had 
subsided. However 2 patients (cases 10 and 
14) and possibly 3 (case 9) continued to 
suffer from psychotic manifestations for 
many months after the drug was withdrawn. 
Patient number 14 was transferred to a men- 
tal hospital as the result of Iproniazid ther- 
apy 2 years ago and has been confined there 
ever since. Although the most troublesome 
symptoms disappeared rather rapidly in 
milder cases, the recollection of disturbing 
experiences under the drug continued to 
cause considerable anxiety in some patients. 

Comments.—The first problem is to de- 
termine to what extent Iproniazid was re- 
sponsible for the psychiatric manifestations. 
One must first rule out the possibility of 
psychological effects caused by the mere 
knowledge of receiving a new drug. The 
fact that Iproniazid was accepted as a mira- 
cle drug by chronic patients could not explain 
the elated reactions in our series; Strepto- 
mycin and more recently Isoniazid had the 
same magical qualities in the minds of most 
patients, yet did not produce anything re- 
sembling the reaction to Iproniazid. Another 
question is, would our patients, who were 
initially at least moderately disturbed, have 
developed emotional reactions without medi- 
cation? This does not seem likely consider- 
ing that the most reliable patients emphati- 
cally stated that they never had experienced 
anything comparable to the Iproniazid reac- 
tion before the drug was administered or 
since it was discontinued. Patient 14, for 
instance, the most disturbed individual of our 
series and an alcoholic for over 40 years, 
certainly was a candidate for a chronic psy- 
chosis, yet he had never required hospitaliza- 
tion for mental disorder before and had 
made a satisfactory adjustment to the hos- 
pital for a year prior to Iproniazid therapy. 
It is fairly reasonable, then, to attribute the 
symptoms to the pharmacological effects of 
Iproniazid. 

The second problem is to determine what 
factors were responsible for individual reac- 
tions. Analysis of such data as age, sex, 
duration of the disease, and treatment shows 
no correlation between these factors and 
type of reaction. Although the seriousness 
of tuberculosis was not described in our 


cases, this factor also seems of little signifi- 
cance, Consequently the explanation for in- 
dividual reactions to Iproniazid must be in 
specific responses of psychological variables 
to the drug. 

There seems to be some positive correla- 
tion between pre-existing personality dis- 
order and severity of reactions to Iproniazid. 
Cases 3, 10, 14, and possibly 9 exhibited the 
greatest initial psychopathology and devel- 
oped the worst mental disturbances during 
treatment. This correlation was not so obvi- 
ous, however, in patients who displayed 
milder reactions. An exaggeration of pre- 
existing behavior patterns was also very evi- 
dent in a number of cases. For instance pa- 
tient 5, always active and energetic, became 
grandiose and arrogant; patient 9, who had 
been self-sufficient and reluctant to receive 
orders since an early age, developed a defiant 
and paranoid attitude toward authority. As 
a rule, however, Iproniazid generated ag- 
gressiveness and overactivity even in the 
individuals who were basically self-effacing, 
passive, and detached. 

Analysis of the second series will show 
that the inner dynamic structure of the indi- 
vidual is more important than his manifest 
personality and that his ability to handle 
anxiety actually determines the direction and 
intensity of Iproniazid reactions. 


SECOND SERIES OF CASES 


Eight patients were recommended for 
treatment with Iproniazid on medical 
grounds and were given psychiatric examina- 
tions before the drug was administered. 
Three cases were found unsuitable because 
of severe mental disorder (alcoholism, severe 
neuroses, etc.). A fourth patient reacted 
with serious toxic manifestations (dizziness, 
weakness, frequency of urination, etc.) ne- 
cessitating termination of treatment after 5 
weeks. No clear psychic disturbances were 
noted while he was receiving the drug. The 
remaining 4 patients were found mentally 
suitable for Iproniazid therapy. Subsequent 
interviews as well as outside sources of in- 
formation, however, disclosed that they had 
had definite emotional problems prior to 
hospitalization. All the patients received the 
drug for approximately 3 months according 
to the same standard procedure. Treatment 
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TABLE 1 


IPRONIAZID THERAPY 


Main Psycuiatric MANIFESTATIONS IN THE 14 PATIENTS oF THE First Series Prion AND DurING 


Duration 
Sex Duration of Psychological Main symptoms Reason for 
no. and of TB treatment diagnosis or uring termination 
Case age (years) (months) classification treatment of therapy 
10 5 Passivity, G.I. Poor sleep, more, Dyspnea, 
somatization energy edema 
6 7 Fears of inferiority Well-being, ac- o* 
tive dreams 
8 3 Hysteria, hypo- Agitation, hal- Over- 
chondriasis lucination activity 
10 14 Neurasthenia im- Depression, Hypo- 
maturity phobias tension 
4 8 Expansive per- Hypomania, 
sonality grandiosity 
ee de Se Pere 4 5 Chronic depression Depression Hypo- 
intensified tension 
4 14 Anxiety neurosis Overactivity, Over- 
elation activity 
12 5 Alcoholism, de- More energy 
tachment 
ee Se ree lessthan 1 5 Pre-psychotic Psychopathic Behavior 
condition ? behavior problem 
lessthan 1 7 Suspiciousness, Paranoid de- Acute ex- 
hypochondriasis lusions citement 
2 2 Obsessive-compul- Depression, Hyper- 
sive neurosis apathy reflexia 
3 12 Compliant person- Elation 
ality, depression 
2 64 Mood swings Euphoria Oo 
? 2 Chronic alcoholism Manic psychosis Manic 
behavior 


O: Reasons other than acute toxic reactions to Iproniazid. 


was terminated in 3 cases because of psychic 
complications, and in the fourth case was 
replaced by another type of medication. 


Case 15.—(Observed in the last month of treat- 
ment only ).—This 25-year-old female began to feel 
uneasy at the beginning of her third month of treat- 
ment, her main complaints being insomnia and recur- 
ring nightmares. The main theme of her dream 
life was her desire to help unidentified people and 
at the same time be assisted by her father in this 
task. Her father, however, could not help as he 
was about to die. She had had similar dreams since 
her father became ill a few months before, but under 
Iproniazid was so frightened by the frequency and 
content of her nightmares that she avoided sleep. 
As the result of these terrifying experiences she 
sought psychiatric assistance. A week later she was 
euphoric, and had found great comfort in her new 
interest in helping certain patients on the ward. She 
failed to mention, however, that she was very rest- 
less and that her helpfulness was greatly resented 
by the other patients. Her general attitude sug- 
gested resistance to the therapist’s questions. A 
week before the drug was stopped her behavior had 
undergone considerable changes. She was depressed, 
irritable, and very antagonistic toward a young 
female patient in whom she had taken a maternal 


interest. Her body was full of aches and one of 
her knees was painful and caused her to limp. She 
wanted to be left alone since nobody appreciated 
her efforts. Sleep and appetite were undisturbed. 
All questions were answered in an irritated tone of 
voice. In view of these symptoms Iproniazid was 
ordered discontinued; however, it later became 
known that the patient had stopped taking medica- 
tion on her own a few days before. About a week 
after termination of treatment she showed a marked 
improvement in her emotional state and volunteered 
information about her recent experiences in a friendly 
tone of voice. She stated that in the last stages of 
Iproniazid therapy she had had strong sexual im- 
pulses which had caused her great tension and con- 
siderable irritation. When her tension subsided (a 
few days after the drug was withdrawn), her com- 
pulsive sex urges diminished and were relegated 
to dreams which heretofore had been free of sexual 
content. About 3 weeks later she was still relaxed 
and cooperative; her dream life was less active and 
its sexual content less frequent. A certain reluc- 
tance to discuss her experience under the drug was 
noticeable. Two months after the drug was dis- 
continued, patient was depressed, sulky, and bitterly 
complained of her inability to get along with her 
roommates. She also expressed the desire to be 
moved to a single room to avoid human contacts. 
Her teeth, the irregularity of which had made her 
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self-conscious since early childhood, became a source 


~ of serious frustration. She was seen again 2 months 


later to be questioned about certain difficulties she 
had had on the ward. In this interview she was 
sullen, suspicious, and failed to volunteer any in- 
formation. 

Comment.—In spite of her denial of emotional 
disturbances prior to hospitalization, she must have 
been a disturbed individual and subject to outbursts 
of temper for a good many years. Human contacts 
were certainly very threatening to her in view of 
her self-consciousness and sensitivity in the oral 
region. Under Iproniazid sexualized urges caused 
her to seek intimate contacts and threatened her de- 
tached attitude in human relationships. At first her 
sex drives were disguised as legitimate drives to 
help people, hence her temporary euphoria. Her 
dreams about her father dying may have fore- 
shadowed the breakdown of inhibiting forces. When 
the effects of Iproniazid were maximal, her defenses 
were no longer strong enough to cope with her 
anxiety so that first, hyperactivity, and later ex- 
tensive hypochrondriacal and projective techniques 
were resorted to. When treatment was discontinued, 
her sex urges were suppressed and appeared in her 
dreams only. The psychic disturbances, which mani- 
fested themselves several weeks later, are under- 
standable considering that as a detached individual 
she must have felt threatened by the close human 
contact in the sanatorium. One cannot rule out, 
however, the possibility of delayed reactions to the 
anxiety experienced under Iproniazid. 

Case 16.~—This 26-year-old male, in the second 
week of treatment complained of general restless- 
ness, impaired sleep, ill-defined and uneasy sensa- 
tions in his body. He was obviously threatened 
by disturbing thoughts which he was eager to com- 
municate but uuable to explain to the therapist. 
A week later he was more relaxed but evasive and 
uncommunicative. His only complaints were fatigue 
and restlessness in his lower extremities. In the 
fourth and fifth week there was euphoria with tre- 
mendous appetite and energy. He talked about his 
extreme prod ctivity and inability to carry out all 
his projects because of shortage of time. There were 
no mental or physical complaints but his dream life 
was active. In the following 2-week period, how- 
ever, depression, fear of being alone and irritability 
with his roommate were the outstanding symptoms. 
Extensive ruminations about his family kept him 
awake at night and his sleep was also disturbed by 
dreams of concentration camps experiences. He re- 
ported general improvement toward the end of this 
period but sleeplessness continued. In the eighth 
week there was another period of euphoria which 
gave way to depression lasting until Iproniazid was 
stopped. In this last depressed phase, dullness, in- 
ability to concentrate, and brooding about his home 
situation were particularly severe. His dreams 
emphasized also an intense desire to go home. His 
mood improved gradually but his desire to occupy 
himself was still very low 2 weeks after termina- 
tion of treatment. The Iproniazid period was re- 
membered by him as being a very happy phase and, 
significantly enough, the depression experienced 


only a few weeks before had been completely for- 
gotten. Two months after termination of treatment 
he was in a sullen, hostile mood and complained 
of a choking sensation. Brooding during the day 
and fears at night interfered with his rest. The 
dullness and depression of the last phase of Ipronia- 
zid treatment were replaced by a hostile and some- 
what defiant attitude. 

Comment.—Very little of psychological signifi- 
cance was known of this man’s past except that he 
had been in a concentration camp for a year. He 
denied awareness of any emotional difficulties, yet 
information from a social agency suggested the ex- 
istence of dependent and parasitic trends in his 
interpersonal relationships. He admitted, however, 
that he had been very depressed and had felt quite 
helpless upon admission to the hospital but im- 
mediately added that his reactions had been per- 
fectly “normal” considering the difficulty of his sit- 
uation. His response to Iproniazid was cyclical, 
depressions alternating with periods of elation. 
These cycles were ushered in by an episode of acute 
anxiety during which he felt particularly helpless 
and eager to receive psychiatric assistance. In his 
overactive phases, he was trying to restore his de- 
fenses against an overwhelming fear of impotence; 
whereas, in periods of depression he showed in- 
ability to cope with his dependent needs. The chok- 
ing sensation he developed several weeks after 
Iproniazid was discontinued had all the character- 
istics of a conversion syndrome. This type of re- 
action is consistent with the anxiey of a dependent 
individual when he is separated from his family. 
It is also possible that the traumatic events under 
Iproniazid were instrumental in sensitizing him to 
the stress of sanatorium life. 

Case 17.—This 29-year-old female started to 
notice unusual energy and marked increase of ap- 
petite at the end of her second week of treatment. 
Furthermore she slept poorly but did not mind being 
awake most of the night as she kept continuously 
busy. This condition lasted several weeks ; in one of 
the interviews during this period she said. “The 
day is not long enough for all the things I want to 
do.” Despite this elated state she was excessively 
preoccupied with her constipation and feared an 
obscure intestinal disease although she was re- 
peatedly reassured that her bowel difficulties were 
caused by medication. She also had bladder trouble 
which necessitated “frequent trips to the bathroom 
day and night.” In the tenth week of treatment 
her mood and behavior underwent remarkable 
changes. She was demanding, meddlesome, and very 
difficult to manage. Because of this a transfer to a 
single room was recommended. She objected 
vehemently and felt that she was being discriminated 
against. She also accused patients and nurses of 
making unkind remarks about her frequent need to 
empty her bladder. Because of her agitation Ipro- 
niazid was discontinued and there followed a period 
of increased restlessness lasting about 48 hours. 
In the succeeding 4 or § weeks she was tense, de- 
fensive, and continued to express hostility against 
the hospital personnel. She also described the last 
days of her treatment as being replete with peculiar 
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and unexplainable events. She could not relate her 
disturbing experiences to the effects of the drug and 
insisted on blaming nurses and doctors. There were 
also complaints about spasms in her throat, stomach, 
and rectum which she had never experienced before. 
In an interview 2 months later, she made a friendly 
and pleasant contact and indicated that all her 
symptoms and mental disturbances had disappeared. 
This improvement was coincidental with a favorable 
progress in her pulmonary disease and reduction of 
her bed rest requirements. According to the patient 
the increase of hospital activity had helped over- 
come her somatic disturbances. 

Comment.—An evaluation of this patient’s previ- 
ous personality was extremely difficult because of 
her defensiveness. Her general evasiveness and un- 
willingness to cooperate indicated the existence of 
neurotic difficulties even before Iproniazid treatment 
was instituted. In the initial interview she strongly 
emphasized her efficiency on the job and her gre- 
gariousness in social situations, yet from her be- 
havior in the hospital it became apparent that what 
she had called efficiency and sociability were neces- 
sary protections against fears of being by herself. 
Under the drug she exhibited a rather typical hypo- 
manic syndrome which in later stages was com- 
plicated by hypochrondriacal features and paranoid 
trends. Hyperactivity was a well-known escape 
mechanism to her and was resorted to when Ipro- 
niazid precipitated fears and anxiety ; the subsequent 
paranoid picture developed when hypomania failed 
to protect her from further anxiety. In her period 
of withdrawal from the drug the psychotic-like 
picture diminished slowly and conversion symptoms 
became prominent. It was only after she received 
ward privileges and activities that her behavior re- 
turned to normal. 

Case 18.—This 26-year-old female had several 
episodes of depression while she was taking Ipro- 
niazid. In her depressed moods she expressed deep 
concern about her mother and husband and was 
particularly worried about the bad effects that her 
illness would have on them. There was also a 
considerable amount of self-pity and helplessness. 
Her sleep and other physiological functions did not 
appear to be disturbed although some agitation and 
restlessness had been noticed on the ward. At the 
end of the third month she became very disturbed 
by the transfer of a young and immature patient to 
her room. She voiced her objections so loudly that 
she became hoarse and was unable to talk for several 
days. She could not give a logical or coherent ex- 
planation of her behavior but implied that people 
were taking advantage of her goodness. In her con- 
versation she was righteous and eager to justify all 
her actions. As the result of this excited episode 
drug was discontinued, following which her affect 
became gradually normal. However, her guilt 
feelings about her family continued and, in addition, 
she expressed doubts about her husband's loyalty. 
When questioned about her emotional outbursts in 
subsequent interviews, she no longer rationalized 
her behavior but minimized the intensity of her feel- 
ings under Iproniazid. A month after termination 
of treatment she was completely relaxed but re- 


ported an unprovoked outburst of temper against 
her husband who had visited her the day before. 
This was, according to her, the first act of hostility 
against him. 

Comment.—This patient was a predominantly 
compliant individual and took great pride in her 
ability to be of service to other people. Her self- 
effacement was manifested by her excessive con- 
cern about others at a time when she was the one 
who needed help. In her depressed moods she was 
unduly worried about her family but seldom talked 
about her own problems in the hospital. She also 
put considerable emphasis on her capacity to endure 
hardships, yet she developed twitchings in her upper 
extremities when she was hospitalized and experi- 
enced anxiety whenever blood was drawn from her 
veins. In a dramatic episode of excitement at the 
end of treatment she expressed marked resentment 
against a younger patient toward whom she had 
adopted a protective role. Nobody had actually 
asked her to assume that responsibility, yet she re- 
sented “being taken advantage of.’ Her excitement 
was the result of emerging hostility as well as 
ambivalence toward that patient. The later episode 
of anger was another indication of mobilized hos- 
tility toward her husband with whom she had al- 
ways adopted a compliant role. 


Concluding Remarks on Second Series of 
Patients—All 4 patients developed mental 
changes in the course of treatment, the main 
disturbances being in affectivity and inter- 
personal relationships. The first 3 exhibited 
the typical reaction of hyperactivity and 
euphoria at one time or another; increased 
activity and excessive involvement in other 
people were also displayed by the fourth case 
but her mood instead of being elated was 
frequently depressed. Since these patients 
had been subjected to more intense observa- 
tion during treatment than those of the first 
group, they revealed wide fluctuations of 
mood not apparent in the latter. Concomi- 
tant with changes of outward behavior were 
ambivalence and hostility, particularly evi- 
dent in the female patients. The mood fluc- 
tuations of the only male in this series were 
determined by fear of dependence and 
helplessness. 

As the result of these inner emotional dis- 
turbances anxiety was mobilized. Its emer- 
gence into consciousness was clearly ex- 
pressed by patients 15 and 16 who sought 
psychiatric help in spite of their poor initial 
motivation for psychotherapy and their 
subsequent resentment of being interviewed. 
The other patients did not verbalize their 
anxiety but expressed it indirectly by stress- 
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ing their inability to cope with their prob- 
lems. To reestablish their inner equilibrium 
the patients reacted with overactivity, new 
interests, false feelings of well-being, and 
by fighting against sleep. It was the break- 
ing down of these protective measures that 
caused the serious emotional disturbances 
especially in the field of human relationships. 
After termination of treatment the symp- 
toms decreased gradually during several 
weeks in most patients. But in at least two 
cases (15 and 16) symptoms that might be 
interpreted as delayed reactions to Iproniazid 
occurred later. 


DIscussION 


All 19 patients responded with some psy- 
chological abnormality with the possible ex- 
ception of the one patient of series #2 whose 
treatment was discontinued because of physi- 
cal complications. The psychiatric side- 
effects were mild to moderate in 10 cases, 
but were severe enough to require termina- 
tion of treatment in 8 other instances. In 5 
additional cases physical complications con- 
traindicated further administration of the 
drug. Thus approximately 70% could not 
tolerate Iproniazid therapy. Although it was 
difficult to differentiate between physical and 
mental reactions in some cases, it is quite 
obvious that psychic abnormalities predomi- 
nated. 

Subjective feelings of well being were ex- 
pressed by at least 10 patients, manic type of 
behavior was noted in 6, and overt psychotic 
content in 4. Within the limits of our ob- 
servations the changes of mood and ideation 
were not accompanied by gross impairment 
of cortical functions. Iproniazid would, 
therefore, fall into the category of drugs 
which bring about emotional changes without 
altering the sensorium, such as, caffeine, 
aminophylline, amphetamine, adrenotropic 
hormones, and cortisone(16). ACTH seems 
to be the most closely related to Iproniazid 
in that it also increases physiological and 
mental functions in therapeutic doses and is 
responsible for psychotic reactions in a num- 
ber of cases. Hoefer and Glaser(17) and, 
more recently, Rome and Braceland(18) ob- 
served that more than half of their patients 
treated with ACTH reacted with elation and 
10-20% developed psychotic behavior, These 


findings are strikingly similar to those ob- 
tained from our series. 

The similarity of several somatic re- 
sponses, notably excessive appetite, weight 
gain, salt and water retention, tendency to 
buffalo obesity, and, rarely, purple striae, as 
well as the psychic reactions observed in 
some Iproniazid-treated patients, to re- 
sponses present during therapy with corti- 
sone or adrenocorticotropic hormone suggest 
the possibility that Iproniazid might elicit a 
steroidal response. A recent, unpublished 
investigation of chemical and other biological 
reactions in the course of Iproniazid treat- 
ment, however, failed to substantiate this 
hypothesis.° 

Whatever the neuro-physiological mecha- 
nisms are, Iproniazid causes profound 
changes on certain psychic functions in the 
direction of an increase of mental capacity 
and vitality. Expansive personalities become 
more aggressive, subdued individuals find 
energy and interests they had relinquished 
long before; only very constricted patients 
fail to react to the drug. This new vitality, 
however, disturbs the emotional balance of 
some individuals by breaking down defenses 
and reactiviating suppressed conflicts. The 
anxiety mobilized as the result of these psy- 
chic disturbances is dealt with by various 
mechanisms depending on the pre-exist- 
ing personality integration. Interestingly 
enough, Rome and Braceland arrived at 
similar conclusions in their studies on the 
emotional reactions to ACTH (18). Our in- 
vestigations also suggest that hostility, de- 
pendence, and other unacceptable trends may 
be uncovered during Iproniazid treatment 
and become very threatening to certain indi- 


5 Data were collected on 5 patients before, during, 
and usually after therapy with Iproniazid and on 4 
patients not receiving this drug. The hematocrit, 
blood volume, direct eosinophile count, blood urea 
nitrogen, sodium, potassium, CO,, chloride A/G 
ratio, thymol turbidity, cephalin flocculation, bromo- 
sulphthalein retention, and urea clearance were in- 
vestigated. In addition, through the courtesy of 
Dr. George Escher of Memorial Hospital, deter- 
minations were made of the excretion of pituitary 
gonadotropin (FSH) and total neutral steroids. 
Occasional high excretions of both total neutral 
faction and FSH were observed but were not corre- 
lated with Iproniazid therapy. I am indebted to Dr. 
Eileen K. Hite for collecting and interpreting 
these data. 
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viduals. Once this psychic trauma is estab- 
lished, external factors could conceivably 
reactivate or perpetuate anxiety reactions for 
an indefinite period following termination of 
the therapy. 

Further studies are necessary before one 
can evaluate the far-reaching effects of the 
drug. In the meantime, it is of the utmost 
importance to eliminate poor psychiatric 
risks from Iproniazid therapy and to observe 
carefully all patients under treatment. Since 
these precautions had been taken in our sec- 
ond series, 4 patients had the benefit of 3 
months of Iproniazid without developing 
lasting psychotic complications. It is recog- 
nized, however, that our second series was 
too small to have statistical significance. 

Only in one-third of the total number of 
cases treated was therapy terminated for 
reasons other than intolerance to the drug. 
This confirms its great toxicity even in thera- 
peutic doses. Iproniazid, however, is defi- 
nitely indicated in the treatment of physi- 
cally debilitated and emotionally drained 
individuals provided it is administered under 
psychiatric supervision in a hospital setting. 
If these precautions are observed, it may be 
an extremely valuable remedy for tubercu- 
losis and possibly other chronic diseases. 


SUMMARY 


Iproniazid is a powerful stimulant which 
can be very useful in the treatment of de- 


bilitated individuals. Its use is limited be- 
cause of the severity and frequency of side- 
effects. The psychiatric complications are 
more frequent than the systemic or neuro- 


logical toxic reactions. Poor psychiatric risks 
should not be treated with Iproniazid; all 
patients receiving the drug should be under 
constant psychiatric observation. 
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PSYCHIC DRIVING 
D. EWEN CAMERON, M.D., Montreat, Canapa 


INTRODUCTION 


The development of readily operated re- 
cording devices, and particularly of the mag- 
netic tape recorders with their high fidelity, 
early led to reports by a number of investi- 
gators of their value in psychotherapy(1). 

In June 1953, in the attempt to enable a 
highly defensive patient to identify an im- 
portant dynamic, her relevant sentences were 
swung continuously back and forth some 10 
or 15 times through the playback head. It was 
observed that the patient became increasingly 
uncomfortable, and as the repetition was 
carried on some 30 times she identified the 
dynamic. As the continual repetition pro- 
gressed, she showed increasing disturbance 
and settled down only when the recorder was 
stopped. 

Our attention was at once caught by this 
hint of a possible potency concealed in this 
procedure, Further immediate trials with 


other patients already in psychotherapy 


strengthened our interest in the possibility 
that continuously repeated playback of dy- 
namic material was a gateway through which 
we might pass to a new field of psychothera- 
peutic methods. This paper represents the 
exploration of this gateway and of this field 
during the last year. 

The procedure consists essentially in in- 
suring the extended and repeated reaction of 
the patient to: (1) his own verbal cues— 
“autopsychic driving”; or (2) cues verbal- 
ized by others, but based on his known psy- 
chodynamics—"“heteropsychic driving.” Since 
this compels a continued response within a 
field largely limited by the cue material se- 
lected, it has been termed “psychic driving.” 
The term “cue” is used to indicate that the 
material was selected because it triggers into 
expression a whole community of related 
topics. The effectiveness of the procedure has 
been studied under a variety of conditions, 
among them drug disinhibition, ordinary and 
prolonged sleep treatment, hypnosis under 
stimulant drugs and after prolonged psy- 
chological isolation. 


1 Professor of Psychiatry, McGill University. 
502 


PROCEDURE 


The procedure requires a high fidelity mag- 
netic tape recorder. The portion of tape 
carrying the selected material is cut out, 
made into a loop, and driven continuously. 

Autopsychic driving calls for the selection 
of a key statement made by the patient. This 
is exemplified in the case below: 


A 40-year-old French-Canadian woman sought 
help because of long-lasting feelings of depression 
and periodic abdominal pains for which no organic 
basis could be found. She felt intensely rejected by 
her husband, and, back of that lay a long period of 
rejection by her mother. During treatment, she 
made the following statement, which was set up as 
a driving circuit: “I don’t know what I did, but my 
mother told me, ‘If you don’t keep quiet, I’m going 
to leave you behind.’ Well, I know I stopped—you 
know—I don’t know what I was doing, but I know 
I stopped—and I was so afraid that—after that— 
well, I could not move; I was watching her all the 
time and keeping close to her. I know the—some- 
thing was happening, and I did not want to be left 
behind, you know. I remember those words as if it 
was yesterday. I see myself small and—‘If you 
don’t keep quiet, you’re going to be left behind’— 
Well, those words, I will never forget them—I was 
very afraid.” 

7 repetitions: “Do you like to do it all the time?” 

11 repetitions: “I hate it when you do it all the 
time.” 

12 repetitions: “What are you doing?” 

16 repetitions: “It is the truth.” 

19 repetitions: “Does it go on all the time? I hate 
to hear that—it upsets me; look at me shaking.” 

21 repetitions: “It upset me enough. It is the 
future that I think of—I know now that I can’t 
count on my husband and my mother.” (At this 
point the patient became red, restless, and began to 
breathe rapidly.) 

30 repetitions: “I hate everything; it makes me 
so resentful—I am so alone, I might as well go and 
do something silly; I am so different—I want to be 
like others; I want to hear nice words—my mother 
and husband never did—but I can’t go out for neck- 
ing—I want to be protected—I never got it.” 

35 repetitions: “I hate. I hate.” 

36 repetitions: “Oh stop it. I don’t want—” 

39 repetitions: “Stop it! Stop it!” (The patient 
began to threaten with her hands.) 

40 repetitions: “Stop it! Don’t you want to please 
me?” 

41 repetitions: “Stop it—it makes me weak.” 

43 repetitions: “Look at me shake—it reminds me 
of my past, when I used to shake and fight to con- 
trol myself.” 
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45 repetitions: “It makes me mad. It makes me 
mad when I think of my past, when I was so lonely. 
I used to fight with myself about going out to 
parties. I would say, ‘Go out’; part of me would 
say, ‘Go out with him,’ another half would say, “You 
don’t like him.’ I feel weak the same way now— 
weak with the fight. I envy my sister; she goes out 
all the time. But me, I have to think and then I 
don’t go. I am so lonely.” 

Driving was stopped at this point, and the patient 
continued to shake, and for some time afterwards 
she said that she had the same unpleasant feeling in 
her abdomen which she ordinarily had when she got 
upset at home. 


The amount of experience needed to make 
a satisfactory selection of a key statement is 
that required to identify effectively the pa- 
tient’s major problems. In selecting the key 
statement for driving or in the creation of a 
statement in heteropsychic driving, it is es- 
sential that the statement should not be long 
and that it should not contain a multiplicity 
of topics. In practice we have found that the 
optimum length is between 5 and 7 seconds, 
with the tape running at the standard rate of 
74 feet per second. If the statement is longer 
or if it contains more than one major topic, 
the patient, who seeks in every possible way 
to defend himself against the driving, will 
do so by shifting his attention from one part 
of the statement to another or from one 
topic to another. In this way, he is able to 
prevent what we are seeking to bring about, 
namely, a continuous activation and expan- 
sion of a given area of his experience. 

Autopsychic driving can be carried out 
quite readily in office or in hospital practice. 
The effects are usually discernible after the 
statement has been run some 10 times, and 
if the purpose is ordinary penetration of de- 
fenses and exploration, we have usually 
found our purpose achieved within about 30 
minutes of driving. 

Autopsychic driving, we have found to 
have as its primary values (1) the penetra- 
tion of defenses, (2) the elicitation of 
hitherto inaccessible material, and (3) the 
setting up of a dynamic implant. Psychic 
driving leaves an area of increased reactivity 
which may persist for weeks or months, and, 
as will be described later, may be most useful 
in the continued elicitation of important ma- 
terial. 

Heteropsychic driving consists in the de- 
velopment of a cue statement based on the 


therapist's knowledge of the dynamics of the 
individual. Such a statement may be based, 
for instance, upon the patient’s life-long 
feelings of inadequacy or his passivity. We 
have customarily found that heteropsychic 
driving is best carried on over extended 
periods—sometimes, as in the case of hospi- 
tal patients, for 10 to 12 hours a day, and 
sometimes during sleep. We have also been 
exploring the use of follow-up heteropsychic 
driving, in the case of patients difficult to 
stabilize on the outside. Its primary uses are 
the changes of attitudes and the setting up of 
a dynamic implant. It is not used for the 
direct penetration of defenses. A related 
procedure has been reported by Brickner 
et al.(2). These workers put their patients 
into “clinical coma” by amobarbital sodium 
given intravenously. For a period up to an 
hour, prepared scripts were read to the pa- 
tients while in this “clinical coma.” These 
scripts were designed to approximate impor- 
tant situations in infancy and childhood. Fa- 
vorable results were reported. 

In an attempt to explore the ramifications 
of this new psychotherapeutic field, a variety 
of possible applications of psychic driving 
have been investigated, chiefly, different 
ways of (1) carrying out the driving tech- 
nique, and (2) preparing the patient for 
driving. Among the variations in driving 
technique which have been explored are: the 
use of pillow and ceiling microphones; the 
value of presenting the same theme in a 
multiplicity of ways, as suggested by those 
concerned with attitude changing ; role play- 
ing by those verbalizing the heteropsychic 
driving circuits, ¢e.g., the playing of a sup- 
portive mother role or of a youthful peer 
role in terms of intonation and in terms of 
choice of words, the theme remaining de- 
termined by the patient’s needs. No firm 
recommendation can be made with regard to 
this category of variations, save to say that 
the purely mechanical seem of relatively little 
importance. Among the various ways of pre- 
paring the patient, one of the first used was 
to disinhibit him so that his defenses might 
be reduced. Sodium amytal was used in a 
number of cases ; in others, driving was car- 
ried out during prolonged sleep. These latter 
cases represent probably the most extensive 
periods of driving—some cases receiving 10 
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or 20 hours a day for 10 or 15 days. Another 
attempt to reduce the defensiveness of the 
individual while applying driving was an 
adaptation of Hebb’s psychological isolation 
(3). Here the individual was isolated not 
only from incoming stimuli by putting him 
in a dark room, covering his eyes with 
goggles, reducing auditory intake, and pre- 
venting him from touching his body—thus 
interfering with his self image, but also at- 
tempts were made to cut down on his expres- 
sive outflow. 

Still another area consisted in attempting 
to drive the individual while under stimulant 
drugs, in particular, Desoxyn. There is cur- 
rently under exploration driving under hyp- 
nosis, and the application of driving as a 
follow-up procedure in patients who have 
been discharged. 

By far the greater part of the work, how- 
ever, has been done on the use of autopsychic 
driving without adjuvants, and in discussing 
the range of responses here, material derived 
from this source will be referred to, with 
material from other applications of psychic 
driving brought in to demonstrate particular 


points. 


THE RANGE OF RESPONSES 


The range of responses to psychic driving 
is wide, The various forms thus far identi- 
fied are listed below : 

Immediately Constructive Response.— 
This is well illustrated by the following case. 


A 50-year-old woman suffered from marked feel- 
ings of inadequacy and profound ambivalence to- 
ward her husband, much of which was derived from 
an earlier relationship to her mother—a fact hitherto 
not adequately recognized by the patient. Her re- 
sponse was total, as illustrated by the feelings in her 
hands and in her skin (see below). Note also the 
intensity of the feeling elicited by the driving, as 
exemplified by her expressions. 

The following statement was driven some 15 or 
20 times: “That's what I can’t understand—that 
one could strike at a little child.” She has reference 
here to the fact that her mother used to take out all 
her own frustrations and disappointments and an- 
tagonisms on the patient during her early childhood 
—even going so far, when the patient was 7, as to 
tell her, “I tried to abort you, too, but you just 
wouldn't abort.” 

After some 10 repetitions the patient said, “You 
know, that makes me feel dizzy and queer just to 
listen to it. I want to burst into tears—it makes the 


skin stand out on my arms; I am scared; my hands 
are wet.” Then later, after it had been stopped, sub- 
sequent to some 15 repetitions, she said, “You know, 
I wanted to tell you to stop.” In immediate discus- 
sion of the playback, she said, “I can see that it was 
really my mother who damaged me. I also see that 
not being able to trust my mother not to hurt me 
has made me mistrustful of everybody. “It scares 
the hell out of me to think that my mother might be 
deliberately mean to me. It gives me one of those 
‘all gone’ feelings just to think of it. I think my 
mother may have felt inadequate and taken it out 
on me.” 


Partial Block.—Here the patient is par- 
tially blocked by the intensity of the feelings 
elicited by the driving, as illustrated in the 
following case. 


A young married woman of 28, extremely de- 
pendent and resentful toward her rejecting parents, 
had built up a reassuring stereotype of her father as 
being on her side as contrasted with her mother. 
Eventually, after prolonged psychotherapy, she 
succeeded in bringing back a recollection of her real 
difficulties with her father, who was actually a 
morose, sulky man, who, after a row with anyone, 
even his 5-year-old child, would refuse to make up 
—sometimes for days on end. She related how, 
when she was 7, she had been sent up to her room, 
falsely accused by him of lying, and finding the ac- 
cusation unbearable, she turned and went downstairs 
to where he was sitting in the library. 

She went on to say (and this was the part that 
was played back repeatedly to her), “I was crying 
and pleading with him to believe me. Would he 
please forgive me—and I apologized, and he said, 
I had no—and he said I had no right to be believed.” 
After 5 playbacks the patient brought out a great 
deal of hostility and generalized it to include the 
therapist. She said, “I am back in the old frame of 
mind, where I just won't talk because I am so mad 
—just like in childhood.” After 8 repetitions, she 
said, “I am getting nowhere.” After 10, “I'll never 
put myself in that position again” (referring to her 
trying to make up with her father). After 13, she 
said, “That's why I don’t like crying now—because 
of the way my father treated me when I went crying 
to him.” 

The following day, in commenting upon the play- 
back session, she said, “I just wanted to get up and 
get out. Part of the reason was because I didn’t 
want to cry, and part because I was so mad because 
of the feeling it brought back—I was mad that any- 
one could make me feel that way. When I left the 
office I was still feeling mad, and when I got back 
to the hotel I was just feeling numb.” 

On her next treatment day the patient brought 
out a wealth of material concerning her father— 
describing his sulky behavior, her own feelings of 
utter desolation over his rejection of her, her later 
struggles with him when he continually tried to 
break into her social group in her teens, thus forcing 
her out of step with her own generation. 

Four days after the first period of autopsychic 
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driving the same material was played back to her 
and she found that her ability to communicate with 
the therapist was again reduced during the treat- 
ment period. The driving revived her pattern of 
response to her father in which she had felt the 
uselessness of talking about anything. Again, on 
subsequent days, there was a return to a very full 
opening up of her recollections of her earlier re- 
lations with her father. 


Rejection and Later Acceptance-—We 
have found it customary in using hetero- 
psychic driving in sleep cases for patients to 
reject the driven material for the first days— 
sometimes for as long as 10 days—and later 
to incorporate it into their thinking. 

Rejection and Escape.—This response is 
illustrated by the following case. 


A girl in her early twenties came to us suffering 
from a severe character neurosis with marked 
immaturity, overt hostility toward her husband, 
underlying incestuous longings for her father, and 
much sex guilt. The incestuous longings were 
never accepted by the patient, although she was 
able, after therapy lasting several months, to iden- 
tify the father’s sexual desires for her. A passage in 
her psychotherapy was selected in which her own 
sexual longings for her father came close to the 
surface, and was set up as a playback circuit. After 
about 3 to 10 playbacks, she became progressively 
disturbed, grew very angry, called the therapist a 
fool, asked him what he meant by playing that stuff 
to her, and finally leapt off the therapeutic couch 
and ran out of the Institute to her downtown apart- 
ment. She refused to return to therapy and had to 
be admitted at a later date as an inpatient, quite 
deeply disturbed. It should be underscored that this 
procedure is one of considerable potency, and care 
must be exercised in the selection of the playback 
circuit, otherwise the progress of the patient, as in 
this case, may be seriously retarded. 


Continued action.—Early in our explora- 
tions of this field we became aware of the 
fact that in a number of instances, and par- 
ticularly in those cases where prolonged 
heteropsychic driving was used, a continued 
action could be expected. In other words, 
psychic driving established what we have 
termed a dynamic implant, as illustrated in 
the case below. 


A chronically anxious woman, whom we were 
able to relieve only partially by any of the measures 
at our disposal, had, among other difficulties, a fear 
of entering stores or other crowded places. Using 
isolation as a means of reducing her defenses, we 
drove over an 8-day period a reassuring statement 
concerning her anxiety attacks. On various occa- 
sions up to § months after leaving hospital, inquiries 
were made as to whether this experience had left 
any enduring effects. She stated that now, whenever 


she was afraid she tended to think of the psychic 
driving statement, and while this did not by any 
means completely eliminate her anxiety, it did have 
a reassuring effect. 


The functioning of the dynamic implant is 
discussed in a later section. 

Development of Defenses.—Defenses 
against psychic driving are not easily erected, 
and, in our experience, occur primarily in 
heteropsychic driving of long duration, 
where, as a number of patients have re- 
ported : 

After a time my mind wanders away from the voice; 


I come back to it again, but I sometimes think of 
other things. 


We have tried to prevent this release from 
the driven material by a variety of measures, 
such as cutting out all external stimuli during 
driving, by introducing the driven material 
through a dormiphone under the pillow, or 
through earphones either directly inserted 
into the ear or attached to it, using one of the 
forms currently developed for stenographers. 
These, while useful, do not completely elimi- 
nate the capacity of the patient to release 
himself from the driven material. With auto- 
psychic driving of more limited duration— 
say up to half an hour—it is almost impos- 
sible for the patient to release himself, partly 
because of the greater intensity of the auto- 
psychic material. Attempts made to develop 
defenses during these briefer periods usually 
involve the patient’s mobilizing his hostilities 
and directing them against the procedure, 
and particularly against the therapist. If 
this mobilization is sufficiently powerful, the 
interaction with the driven material may be 
broken up. 

The following case illustrates the intensity 
with which defenses may operate. 

With a 40-year-old woman, who in psychotherapy 
had shown an almost inpenetrable defensiveness 
and marked somatization of her symptoms, the fol- 
lowing autopsychic circuit was used: “My mother 
and I used to go off—when I look on in—quite a 
few different places. But I can remember being left 
at home with no one to play with, because everyone 
had gone away somewhere.” After listening to this 
played back 4 times, the patient said, “There’s no 
sense to it.” After 12 times, she said, “Of all the 
asinine things.” At 25, she said, “It sounds so mixed 
up; I think I must be crazy.” On inquiry as to why 
she thought this fairly direct statement was mixed 
up, it was clear that she had succeeded in converting 
the words, “But I can remember,” into the words, 
“But I can’t remember,” and had converted the 
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words, “because everyone had gone away some- 
where,” into the words, “because no one had gone 
away somewhere.” This remarkable inversion of 
her statement took place in the course of listening 
some 25 times to the circuit. It is important to 
underline the fact that this woman was, to all out- 
ward appearances, quite at ease, and was running 
her household, although she had a degree of anxiety 
which limited her ability to go shopping or to go 
out socially, and she did complain of feeling mixed 
up and confused about things at times. 


Still another form of defense is illustrated 
below. 


In the case of a 39-year-old woman with marked 
feelings of inadequacy and severe symptomatic 
alcoholism, the patient’s defenses proved to be al- 
most impenetrable by ordinary psychotherapeutic 
means, and hence 2 heteropsychic themes were de- 
veloped: the first centering around the topic of her 
increasing improvement and the fact that she no 
longer had to turn to drinking for reassurance; the 
second, being specifically directed towards empha- 
sizing her growing self-confidence and her increas- 
ing ability to make friends and to maintain her 
poise. 

She had a minimum of 25 hours of psychic driv- 
ing—part of it with her thinking partially disor- 
ganized under LSD-2s5; during the latter part, how- 
ever, she had no medication. 

Immediately after leaving hospital, she went on a 
vacation. When seen seven weeks later, she was able 
to recall the theme dealing directly with her confi- 
dence and poise and stated that it had been of great 
assistance to her, that she did indeed feel much more 
confident. Her husband corroborated the fact of 
her definitely increased confidence. But it was of 
special interest to note that the comments concern- 
ing the theme relating to her giving up drinking 
were no longer necessary. She stated that she 
could not recall this theme correctly ; she felt it was 
a confusing, disturbing one. As far as she could 
understand it, it meant that drinking made it easier 
for her to make friends, and hence she should con- 
tinue drinking—whereas she herself was quite deter- 
mined not to drink and, indeed, was on Antabuse 
at the time and was not drinking. It seemed clear, 
however, that there was an underlying urge to drink 
and that this had resulted in the actual inversion of 
one of the heteropsychic driving theraes. Note fur- 
ther that by this inversion of this heteropsychic 
theme, she has acquired a social sanction for repu- 
diating it. For, since her immediate society is much 
against drinking, she can reasonably say, once she 
has brought about the inversion, that this is a theme 
to which she should pay no attention, and indeed 
would be well to forget. 


Autopsychic Material Produces a Like Re- 
sponse.—This is a most important principle 
upon which much of the effect of psychic 
driving depends. In a word, the kind of auto- 
psychic material which is used on the driving 


circuit tends to produce similar reactions 
from the patient. If, for instance, the mate- 
rial is depressive in nature, and the patient’s 
discussions are tearful, then his responses 
will likewise be tearful. If, in contrast, 
the patient’s material is loaded with hos- 
tility, then his responses are likely to be 
similarly loaded with hostilities. Moreover, 
the content of the communication tends to 
remain within the general topic of the driven 
material. It is exceedingly difficult for the 
patient to escape from this, and since, as will 
be outlined in the next section, driving pro- 
duces progressive penetration, the result is a 
continually expanding and opening up of a 
given topic or community of action tenden- 
cies. 


WORKING PREMISES 


In order to integrate the various observa- 
tions we have made in this field and to de- 
velop our attack upon the problem, 5 work- 
ing hypotheses have been set up: 

Shielding.—The individual is shielded in 
greater or lesser degree from the full implica- 
tions of his own verbal communications. For 
many years we have seen and reported, as 
others have, that the simple playback has an 
impact upon the patient. Innumerable pa- 
tients report that listening to their recorded 
voices is a disturbing experience. Some of 
them absolutely refuse to listen; others say, 
“This is not me”; a few patients like their 
recorded voices, but most do not. The reason 
for the difference in the way one ordinarily 
hears his voice, and the way he hears it 
played back from a recorder is that one’s own 
voice is heard through tissue conduction 
through the neck and the bones of the head, 
as well as in terms of air conduction as it 
proceeds from his mouth. We are aware that 
air conduction plays a part, since, if one’s 
ears are plugged, one’s voice will not sound 
the same as when the ears are open; and 
similarly one can test the fact that hearing 
his voice coming back from a recorder is dif- 
ferent from hearing it as he ordinarily 
speaks. In other words, one’s own voice 
heard ordinarily is a synthesis of air and 
tissue conduction, But there are really two 
phenomena here: the patient finds his voice 
different, and, secondly, many patients do not 
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like their voices. The first phenomenon we 
have attempted to account for in terms of a 
difference in conduction, as described above. 
Addressing ourselves to the second phe- 
nomenon, we have evolved the working hy- 
pothesis that all of us develop defenses 
against hearing what we do not wish to hear 
in our voices, whether intonations, methods 
of using words, articulations, or even content 
which we do not wish to understand. The 
defense is organized against the synthesis of 
tissue and air conduction, and as soon as this 
is broken up by eliminating, in this instance, 
tissue conduction, the patient is presented 
with an entirely new situation against which 
defenses have not been organized. It is an 
interesting fact that while we have been long 
accustomed to the idea that repressed ma- 
terial is ordinarily charged material, and we 
defend ourselves against its entering our 
awareness, there is evidence that in our com- 
munications with others we can transmit this 
highly charged material, carefully shielding 
or defending ourselves against it. It is as 
though heavily gauntleted and otherwise pro- 
tected, one took dangerously active material 
from a radioactive pile and carried it care- 
fully to some other location. 

This breakdown in the shielding, oc- 
casioned by the elimination of tissue con- 
duction, is one of the basic reasons why 
driving is effective in penetrating defenses 
and in enlarging the area of the patient’s 
communication, both to himself and to others. 

Talking and Listening.—A second reason 
why the patient is able to understand more 
of his communication when it is driven, than 
when he hears it the first time, depends upon 
differences between talking and _ listening. 
When we talk, we are thinking of what we 
are going to say; we are developing a series 
of concepts whereby it may be transmitted ; 
we are choosing words; we are continually 
monitoring our tone; we are calculating the 
receptivity of the listener ; we are monitoring 
the listener’s response; and lastly, we are 
seeking to maintain our goal idea—namely, 
to keep talking toward our final objective. 
The amount of attention which we can be- 
stow upon listening to our own talking as it 
goes forward is comparatively limited. In 
contrast, when we listen to what we have 
said being played back, we are free from the 


burden of carrying on all of these multi- 
farious activities, and hence are much more 
able to attend to, i.e., to understand, what we 
have said. 

Our activities while listening, although ap- 
parently much less complex than while talk- 
ing, are at the same time more involved than 
we, with our addiction to mechanical models, 
have been inclined to think—and this is par- 
ticularly true of the therapist. Most of us 
are apt to think about two people talking 
together in much the same terms as mechani- 
cal broadcasting and mechanical reception. In 
reality, the situation is far from similar. 
Something of an analogy may be found in 
the idea of taking an active fox terrier out 
for a walk. The speaker is the walker, and 
moves with fair direction along a path in the 
woods and across the hillside to his ultimate 
objective. In contrast, the terrier, which we 
can take as the listener, while in general ac- 
companying him on his walk, makes an end- 
less number of side excursions—following 
up trails and lines of inquiry of his own, re- 
turning from time to time, but certainly not 
following the walker in all his steps. So 
at the end of the first time of listening, while 
a tremendous amount of reaction may have 
gone in the listener’s mind, it is by no means 
a complete reaction to all that the talker has 
said—much of it consisting of side excur- 
sions into the listener’s own reflections and 
past experiences. Hence, as the driving cir- 
cuit is played back again and again, both the 
patient and the therapist not only hear more 
and more, but are able to react more and 
more extensively to what has been said. In 
this working concept, as will be noted, we 
have a theory to account for the fact that not 
only the patient, but also the listener is able to 
understand more and more, up to a certain 
point, the longer he hears the driven material. 

Driving.—Driven material is seen as a ver- 
balization of a part of a community of action 
tendencies. We have found it useful to 
abandon entirely the older concept of experi- 
ence as being set up in long lines of associa- 
tions, one leading to the next, much as on the 
wire of the recorder, but rather to see experi- 
ences as being set up in a great number of 
communities of action tendencies. For in- 
stance, there is a community of action tend- 
encies with reference to the relationship to 
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the mother, with reference to self-assertion, 
with reference to sexual experiences. We 
see the verbalizations as constituting a cue 
which, on being re-heard, will set this com- 
munity of action tendencies into operation, 
and in general will not set intc «~eration any 
others. As is well known, in ordinary ther- 
apy the patient tends to move away quite 
rapidly from a painful area. By a series of 
often quite subtle moves he talks nimself out 
of a particular topic. In the driving situation, 
however, he is unable to do so—as the end- 
less repetition of the cue verbalization con- 
fines him to a continuous reactivation of the 
particular community of concepts. More and 
more intensified tendencies are put into ac- 
tivity until one has a situation comparable to 
the fire blizzard of World War Il—when 
the hotter the conflagration grew under the 
rain of incendiary bombs, the more air 
poured in, and hence the more intense grew 
the conflagration. 

Incidental attention should be directed 
toward the usefulness of this idea of com- 
munities of action tendencies—useful insofar 
as it gets us away from the necessity of pos- 
tulating the older and inadequate concept of a 
deterministic causality. 

The Dynamic Implant.—Effects of psychic 
driving do not occur at the time only; there 
are continuing effects. We can, through psy- 
chic driving, particularly through long-term 
heteropsychic driving, set up a long-lasting 
action. By striking continuously at a given 
community of action tendencies, more of 
them are brought into activity. This forced 
responsiveness produces intensification of the 
individual’s behavior, i.¢., he becomes tense 
or anxious and this provides the persistent 
driving force of the implant. The efforts of 
the individual to free himself of this intensi- 
fication cause continuous reactivation of the 
area concerned, i.e., he tends to return con- 
tinually to and ruminate over it, and in so 
doing, further reorganization of the area is 
brought about. Note that part of the intensi- 
fication of this implant may also be derived 
from release of the original emotional in- 
vestment of the community of action tenden- 
cies involved in the driving. 

In advancing these working premises as to 
how psychic driving operates we feel that we 
have defined only a few of the many mecha- 


nisms which undoubtedly go into operation 
during the course of psychic driving. In- 
vestigations will undoubtedly define still other 
important activities. Among these may well 
be the actual “wearing down” of defenses in 
the sense that defenses are maintained only 
by means of continual effort and if they are 
continuously overloaded their breakdown is 
to be expected. Analogous to this is the 
breakdown of the individual under continu- 
ous interrogation. Still another hypothesis 
that should be explored is the extent to which 
psychic driving with its continual presenta- 
tion of the loaded cue statements brings about 
desexsitization. 


CoNCLUSIONS 


1. Psychic driving is a potent procedure— 
it invariably produces responses in the pa- 
tient, and often intense responses. 

2. The responses tend ultimately to be 
therapeutic. 

3. To account for the effects of psychic 
driving the following working hypotheses 
have been set up: 

a. Penetration of shielding.—Defenses of 
the individual against the full implications of 
his verbal communications are circumvented 
by using air conduction only, rather than the 
synthesis of air and tissue conduction to deal 
with which his defenses were organized. 

b. Driving.—Constant repetition of the 
verbal cue locks the patient into continual 
response in terms of the community of action 
tendencies of which the cue is part. 

c. Talking and Listening.—W orking ideas 
concerning these and their bearing on the 
penetrating effect of driving have been set 
forth. 

d. Dynamic Implant.—A given period of 
psychic driving may continue to produce ad- 
ditional effects after the period of actual 
driving has been terminated. To account for 
this, a premise has been advanced that a 
period of psychic driving may set up within 
the individual an area of intensified respon- 
siveness, which calls him back repeatedly into 
activation of the area concerned. 

4. Psychic driving lends itself to a great 
many modifications with respect to its ap- 
plication. These have been listed, and include 
autopsychic and heteropsychic driving, varia- 
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tions in the mechanical procedures and varia- 
tions in the preparation of the patient for 
psychic driving. It is still too early to deter- 
mine the various particular values of these ; 
the material presented has been derived pri- 
marily from short-term autopsychic driving 
without adjuvants. 
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Consistent with the diversified back- 


grounds of the specialists working on the 


genetic problems of human beings and human 
societies, advances of potential significance in 
the field of psychiatric genetics proceeded 
along many different avenues, Evidence of 
a trend toward increasing specialization was 
provided by the narrowing scope of most of 
the books published during the past year. The 
list of must-selections included such highly 
specialized books as those by Lerner(1) and 
Li(2) on population genetics ; by Hadorn(3) 
on lethal factors ; by Coon (4), Huxley et al. 
(5) and Le Gros Clark(6) on evolutionary 
principles ; by Butler(7) on biological spe- 
cificity and growth ; by Wagner and Mitchell 
(8) on biochemical genetics; and by Reed 
(9) on genetic counseling. 

A new textbook of genetics by L’Héritier 
(10) also appeared, but only its first two 
volumes (general genetic mechanisms and 
population genetics) became available last 
year. More specifically in the area of clinical 
genetics were two other French books, one 
by Touraine(11) and the other by Turpin 
(12), while the homebred product of Hill 
and Hill(:3) hardly concerned itself with 
human genetics, despite its title. Clearly on 
the pertinent side were Schade’s Lok on 
paternity determination(14), Grebe’s on 
chondrodysplasia(15), Koch’s on the genetic 
aspects of the “convulsive constitution” (16), 
Levine’s excellent chapter on gene frequen- 
cies in nonexperimental populations (17), and 
two additions to the rapidly growing litera- 
ture on hematological genetics, a new book 
by Mourant(18) on the distribution of hu- 
man blood groups and a second edition of 
Race and Sanger’s classic(19). 

With this respectable quota of schol- 
arly hard-cover publications, the different 
branches of human genetics maintained what 


Nachtsheim(20) called “a cornerstone posi- 
tion” among biological disciplines with clini- 
cal and demographic orientations ( Briicken- 
wissenschaft). In Snyder’s opinion(21-23), 
this position was achieved “by the carefully 
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planned and well executed use of the experi- 
mental method, coupled with increasingly 
efficient cytological technics.” Equally au- 
thoritative was Herndon’s belief(24, 25) that 
this long-neglected discipline should soon re- 
ceive its proper place in the medical school 
curriculum. Impressive evidence for the po- 
tentially invaluable services, which clinical 
genetics may be able to render in the conquest 
of hitherto uncontrolled hazards of human 
health, was provided by a score of prominent 
experts ; such as, Beadle( 26), Demerec(27), 
Dunn(28), Glass(29), Moore and Barr(30), 
Muller (31-34), Nachtsheim(35-37), Stadler 
(38), and Stern(39, 40). 

One of the most promising developments 
in the understanding of the structure, replica- 
tion, and mutation of genetic material was 
generally seen in the recent identification of 
segments of DNA (desoxyribonucleic acid) 
of perhaps several hundred nucleotides as 
the primary functional genetic units (carriers 
of the primary genetic information). If the 
genetic specificity (information) depends on 
proportions and sequences of base pairs in 
these DNA segments, it was hypothesized 
by Beadle and others that base-pair propor- 
tions and sequences may in the process of 
gene mutation be altered by substitution, de- 
letion or rearrangement, and that replication 
of genes may be accomplished by separation 
of complementary nucleotide chains followed 
by synthesis of complementary daughter 
chains. Another point in this hypothesis was 
that gene function may involve a transfer 
of DNA specificity to RNA (ribonucleic 
acid) units which in turn may serve as 
templates in protein synthesis. 

Since the transfers of information from 
DNA to RNA and thence to such macro- 
molecules as proteins may be reversible under 
certain conditions, the question arose whether 
a gene may now be regarded as a functional 
unit carrying the information necessary for 
the synthesis of a specific macromolecule or 
as the ultimate unit of recombination, pos- 
sibly consisting of a single nucleotide. 
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Beadle’s answer to this interesting question 
was that “without additional information, the 
choice would have to be an arbitrary one” 
(26). 

Methodologically important were especially 
the contributions of Allen (analysis of twin 
samples, 41), Cattell et al. (multiple variance 
method in twins, 42), Morton (sequential 
test for the detection of linkage, 43), Nyholm 
and Helweg-Larsen (morbidity risk estimate, 
44), and Slatis (method of estimating the 
frequency of abnormal recessive genes, 45). 
Allen confirmed that for the purpose of com- 
paring a twin sample with a larger population 
either in terms of twin frequency or in terms 
of proportions within the sample, twin data 
should be expressed in terms of individuals 
rather than in terms of twin pairs. In par- 
ticular, if some or many pairs in a given 
sample are represented by a single index 
case (proband), it was recommended to com- 
pute the statistics describing the sample from 
twin index cases and not from twin pairs. 

More or less in the same category were 
Cook’s review of procedures for the detec- 
tion of carriers of recessive traits( 46) ; 
Goto’s discussion of statistical methods for 
the determination of manifestation rates, 
demonstrated in connection with data on 
peptic ulcer(47) ; Waddington’s article on 
statistical versus developmental genetics 
(48); and the report of Rogers and Allen 
(49) on the use of reciprocal skin homo- 
grafts for determining the zygosity of twins. 
The continuing prosperity of genetic research 
in Scandinavian countries was documented 
by several new additions to the series of 
Munksgaard monographs, including Ekblad’s 
on indications for induced abortion(50), 
Harvald’s on epilepsy(51), and Pedersen’s 
on leukemia(52). 

In the crucial area of biochemical ge- 
netics, Gitlin(53) reviewed the relationship 
between abnormalities in gamma globulin 
and low resistance to infection. Terry et al. 
(54) discussed the clinical and genetic 
aspects of a recently discovered hemolytic 
disease based on homozygousness for the 
gene for hemoglobin C, and Dean and 
Barnes(55) reported the histories of 13 
porphyric families showing a dominant type 
of inheritance for this disturbance in the 
metabolism of pyrrole pigments. Equally 


interesting were the reports of Mostafa and 
Garr(56) on two sisters with progeria 
(Hutchinson-Gilford’s disease); of Mc- 
Kusick(57) on gene-specific syndromes dis- 
tinguished by connective tissue anomalies ; 
of Harris et al.(58) on the pattern of amino 
acid excretion in cystinuria; of Glass(59) 
and Steinberg(60) on the biochemical ge- 
netics of atherosclerosis and diabetes, re- 
spectively ; and of Kishimoto et al.(61) on 
chromatographic and polarographic studies 
in schizophrenia. Berry et al.(62), as well 
as Gartler et al.(63), used the twin study 
method to investigate the urinary excretion 
patterns of individuals, families and popula- 
tions by means of partition chromatography. 

In the wide-open search for the gene- 
specific morphological substrate of behavioral 
characteristics, an excellent discussion of 
innate determinants of the drive was con- 
tributed by Nissen(64) to the Nebraska sym- 
posium on motivation, The meaning and ge- 
netic background factors of intelligence were 
critically reviewed by Burt(65) as well as by 
Kallmann and Baroff(66). Consistent vari- 
ations in mental growth patterns as an ap- 
parently “inherent phenomenon” were dem- 
onstrated by Cornell and Armstrong(67) in 
a reanalysis of Harvard Growth Study data 
on 1,100 school children, but no significant 
differences in reading or spelling abilities 
were found by Naeslund(68) in a Swedish 
series of twins of normal or superior intel- 
ligence. Other comparative twin data were 
presented by Husén(69), Grebe(70), Jones 
(71), Kallmann et al.(72), Osborne(73), 
Strandskov(74), Tisserand-Perrier and 
Blaizot(75), and Vandenberg(76). 

In Grebe’s analysis of 34 athletically active 
pairs of the same sex, I-egg twins were 
found to be significantly more similar than 
2-egg twins in many respects, not the least 
in their stamina and accomplishments as well 
as in the type of competitive sport selected. 
Osborne’s study of 100 adult twin pairs dealt 
with the range of variations in body build, 
while the extensive psychological data re- 
ported by Vandenberg (battery of over 70 
tests) had been obtained from a like-sexed 
series of 82 twin pairs of high school age 
(45 one-egg, 37 two-egg pairs). Both studies 
provided very strong evidence for the es- 
sential part played by genetic factors in the 
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traits investigated. Equally suggestive were 
the data of Allen and Kallmann(77) on a 
series of 601 twin cases with various forms 
of mental deficiency, of Allison and Millar 
(78) on a group of Irish twins concordant as 
to disseminated sclerosis, and of Walsh and 
Kooptzoff(79) on an Australian series of 
twins with complete blood group findings. 
Concordance as to mongolism was observed 
by Young(80) in a pair of 1-egg twins. 

Indirectly significant from a genetic stand- 
point were the observations of Richmond and 
Lustman(81) on quantitative and qualitative 
differences in the autonomic responses of the 
neonate ; of Jenkins(82) and Verplank(83) 
on certain specific aspects of comparative be- 
havior ; and of Benedict and Jacks(84) and 
Eaton and Weil(85) on the regular occur- 
rence of mental disorders in primitive so- 
cieties and the members of a sectarian isolate 
“without competitive pressure,” the Hut- 
terites. The effectiveness of selection was 
discussed by Fischer and Agnew(86) in re- 
lation to a “hierarchy of stressors” and by 
Goodhart (87) with respect to human fecund- 
ity. The validity of the theory of a strong 
relationship between maternal age and the 
probability of being affected by mongolism 
was confirmed by Krooth(88) with a new 
method, although the basic etiology of the 
condition remained unsolved. Similarly, the 
available data on the genetic aspects of 
Graves’ disease were still considered inade- 
quate by Bartels(89) in Werner’s excellent 
new textbook on thyroid disorders. 

In the field of neurological and allied con- 
ditions, the volume of new contributions to 
the knowledge of genetic mechanisms was 
rather limited, except for the genetics of con- 
vulsive disease, In addition to the previously 
mentioned monographs of Harvald and 
Koch, the literature on this subject was en- 
riched by the reports of Kimball and Hersh 
(90) and Ounsted(91). The genetic aspects 
of special varieties of tumors of the nervous 
system were discussed by Davidoff and 
Martin(92), Fahlgren and Miiller(93) and 
Silver(94), and those of microcephaly, Tay- 
Sachs’ disease, hereditary tremor, and sex- 
linked hereditary deafness by Komai et al. 
(95), Klein and Ktenidés(96), Jager and 
King(97) and Sataloff et al.(98), respec- 
tively. The frequent association of mental 
deficiency with anomalies of keratinization 


(dyskeratoses) was carefully investigated by 
Ewing (99), and interesting pedigrees in con- 
nection with dystrophia myotonica, Marfan’s 
syndrome, Huntington’s chorea, mongolism, 
and gynaecomastia were placed on record by 
Boudin et al.(100), Black and Landay(1o1), 
Hall(102), Pleydell(103), Morris and Mac- 
Gillivray (104), and Ferriman( 105). The so- 
cial and counseling problems of Huntington’s 
chorea were discussed by Pearson et al.( 106) 
and Kallmann(107). 

The most pertinent addition to the litera- 
ture on genetic counseling (eugenics) was 
Reed’s book(g). Other absorbing contri- 
butions in this area included the well-formu- 
lated reports of Allen(108), B6édék(109), 
Herndon(110), Kemp(111), and Sjégren 
(112). 
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NEUROPATHOLOGY, ENDOCRINOLOGY, AND BIOCHEMISTRY 
ORTHELLO R. LANGWORTHY, M.D., Bartimone, Mo. 


This review attempts to emphasize trends 
in neurology pertinent to psychiatric inter- 
ests. In line with my last review(1), con- 
cerned with control of emotions, Liberson(2) 
discussed the function of the temporal lobe 
in relation to epilepsy. Terzian and Ore(3) 
removed both temporal lobes including most 
of the uncus and hippocampus in man. After- 
ward the patient did not differentiate other 


people in any interpersonal sense. There was 
a loss of fear and rage reactions and a serious 
deficiency in memory. Appetite was insati- 
able. Halsted(4) discussed the possible role 
of the temporal lobes as a critical timing 
mechanism in the integration of sensory in- 


put. Chapman et al.(5) stimulated the 
amygdaloid region and concluded it may have 
a part in circulatory regulation. Feindel and 
Penfield(6) believe that the claustro-amyg- 
daloid gray matter is a diffuse projection 
system with regulatory effects on other parts 
of the brain. 

Basic studies by Pribram and his associates 
(7, 8, 9, 10, 11, 12, 13) have been concerned 
with the associative or “discriminative” sys- 
tems of the cerebral cortex. A conditioned re- 
flex method is used before and after removal 
of local areas. A posterior system in the 
parieto-tempero-preoccipital area is com- 
posed of complex, separate regions serving 
visual, somesthetic, gustatory, and auditory 
discriminative functions, The anterior frontal 
cortex is not modality-specific. Performance 
of discrimination dependent on cues absent 
at the time the choice is made is disrupted 


by removal of the anterofrontal areas. The 
frontal system may usefully be classified with 
the rhinencephalic systems. Pribram has 
found a way to study experimentally com- 
plex areas of the cerebral cortex, areas which 
in man have been studied in patients with 
agnosia, aphasia, or after lobotomy. Critchley 
(14) summarized in one volume all signifi- 
cant information concerning the parietal 
lobes. Silverstein(15) called attention to 
atrophy of muscles in the opposite extremi- 
ties associated with a lesion in the parietal 
lobe. 

Removal of one cerebral hemisphere for 
the control of convulsions produces only a 
minimal reduction in sensory perception. 
Tests for stereognosis are only slightly less 
accurately completed on the involved side 
(16). Removal of the injured hemisphere, 
including the caudate nucleus, in patients 
who developed hemiplegia at an early age 
does not increase the motor defect(17). In 
a series of 35 hemiplegia patients Van Bus- 
kirk and Webster(18) found that evidence 
of persistent sensory loss could be correlated 
with poor prognosis for rehabilitation. 
Gooddy and Reinhold(19) define the func- 
tions of the cerebral cortex in terms of ability 
to select, abstract, differentiate, integra‘e, 
and condense rhythms or patterns of 
neuronal activity. 

Several papers deal with the differential 
diagnosis and treatment of organic processes 
in the nervous system. Reese et al.(20) 
found that patients with organic psychoses 
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are deficient in their ability to perform 
motor-conditioned reflex responses. Accord- 
ing to Bergman et al.(21) Amytal interviews 
may be used to confirm the diagnosis of 
organic brain disease. Ziegler(22) found 
that the earliest abnormalities in patients 
with cerebral atrophy were not memory loss 
but paranoid ideas, neuroses, and psycho- 
pathy. O’Gorman(23) suggested that a psy- 
chotic illness in childhood may result in a 
mental defect when observed in later life. 
Bruetsch and Williams(24) described a syn- 
drome of arteriosclerotic muscular rigidity 
resulting from multiple small softenings. 
Kaplan et al.(25) evaluated the improvement 
with 3 commonly used drugs and a placebo in 
the treatment of Parkinsonism. Most psy- 
chomotor performances showed fairly con- 
stant improvement after all treatments, in- 
cluding the placebo. The drugs showed mini- 
mal superiority over the placebo. 

A symposium considered the relation of 
the endocrine apparatus to the hypothalamus 
and rhinencephalon. The neurohypophysis 
and adrenal medulla are the only 2 endocrine 
glands dependent on a secretory nerve supply 
(26). A great variety of disturbing emo- 
tions may influence the neurohypophysis by 
way of the hypothalamus and the pituitary 
stalk. The link whereby stimuli from the 
hypothalamus reach the anterior pituitary is 
a vascular one. A series of portal vessels 
connect capillaries in the adenohypophysis to 
capillaries in the tuber cinereum. The basic 
steady output of corticotropin is dependent 
on the pituitary having an intact vascular 
connection with the hypothalamus. Hess and 
Akert(27) showed that electrical stimulation 
of circumscribed hypothalamic areas induces 
a typical change of behavior characterized 
by a spatial and temporal integration of 
somatomotor and autonomic mechanisms. 
Mirsky(28) found that exposure to noxious 
stimuli results in inhibition of diuresis in- 
duced by ingestion of water. The hypothala- 
mus is the source of the antidiuretic func- 
tion. The adrenal gland is not essential to 
this antidiuretic response. Grinker(29) 
stated that the capacity of the animal to 
project itself into the future, a derivative of 
olfaction, results in anticipatory anxiety for 
which the noxious stimuli seem to be con- 
cerned with quality and intensity rather than 


spatial relationships. Lower level mechanisms 
of emotional response are available to become 
integrated in the mechanisms concerned with 
true emotional states. 

Other studies related to the endocrine sys- 
tem may be mentioned. Frame and Carter 
(30) described a condition known as pseudo- 
hypoparathyroidism with presenting symp- 
toms of tetany and convulsions. Common 
physical characteristics are short stature, 
round facies, cataracts, poor dentition, mental 
dullness, abnormally shortened digits, and 
ectopic calcifications. Botterell and Horsey 
(31) found that diabetes insipidus is fre- 
quently precipitated by head trauma. Mos- 
sopust(32) showed that obesity and changes 
in the estrus cycle can be produced by bi- 
lateral lesions in the ventromedial hypo- 
thalamic nucleus and laterally adjacent areas. 
Reiss(33) studied thyroid function in hos- 
pitalized psychiatric patients, using a tracer 
method. There is a significant correlation 
between changes in mentation and thyroid 
function, The changes in thyroid activity 
are regarded mainly as an index of more ex- 
tensive changes in thyroid equilibrium. 

Chemical studies have followed rather 
routine paths. In a symposium Feigin and 
Wolfe(34), Koelle(35), Pope(36), Roizin 
(37), and Cohen( 38) discussed the biochem- 
istry of nerve tissue, particularly the role of 
enzymes, Gomoli and Chessick(39) pro- 
duced differential staining of the esterases 
and phosphatases in different cell groups and 
tracts of the nervous system. Hamburgh 
(40) has attempted to determine the bio- 
chemical characteristics of the developing 
cerebral cortex and to investigate deviations 
which occur with hypothyroidism. Hess(41) 
studied the embryologic development of the 
blood-brain barrier, Its presence or absence 
appears to be related to the presence or ab- 
sence of the ground substance of the nervous 
system. Woolley and Shaw(42) demon- 
strated that serotonin is important in the 
functioning of nerve structures. Simon et al. 
(43) found serum cholesterol levels signifi- 
cantly higher in mentally retarded children. 
Sackler (44) indicated a higher glutamic acid 
level in schizophrenic patients than in normal 
individuals, Graetz et al.(45) speculated that 
the impaired detoxication of benzoic acid in 
schizophrenia may be part of a general slow- 
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ing down of metabolism. In psychotic pa- 
tients who had been ill less than a year and 
had not received shock therapy, the secre- 
tion of 17-ketosteroids was twice that of a 
control group( 46). Persky(47) showed that 
the level of glutathione, an important regu- 
lator of cell metabolism is reduced in men 
under psychological stress. Hoffer(48) 
found that atropine can be used as an auto- 
nomic drug capable of testing the reactivity 
of autonomic centers. Atropine altered the 
blood pressure of schizophrenic patients less 
then patients of a control group. Scholz(49) 
discussed the selectivity and pattern of neu- 
ronal necrosis due to asphyxia. Pomerat (50) 
showed that chlorpromazine produces com- 
plete inhibition of nerve outgrowth from 
standard explants of chick embryonic spinal 
cord in culture medium. 

Levine et al.(51) found an acceleration of 
blood coagulation under emotional stress. 
Similarly Kramar et al.(52) demonstrated 
a rise in capillary resistance under stress. 
Seidenberg and Eclar(53) studied acute 
cerebral vascular disorders in young persons. 
Angiographic studies revealed a tendency to 
vascular spasm especially in the subarachnoid 
course of the internal carotid artery. The 
strokes were generally preceded by a situa- 
tion distressing to the personality. Feiring 
(54) stressed the frequency of spontaneous 
occlusion of the internal carotid artery. 
Stevens( 55) stated that puerperal hemiplegia 
is caused by cerebral venous thrombosis. 
The condition is often misdiagnosed as 
eclampsia, Boshes and McBeath(56) found 
that the cerebral complications of pregnancy 
are commoner than usually admitted. Sher- 
lock et al.(57) found that toxic nitrogenous 
substances passing to the circulation through 
a damaged liver may produce apathy, con- 
fusion, coma, tremor, and other emotional 
disorders. 

There have been many recent studies of 
neuritis. Haymaker et al.(58) discussed the 
pathology of the peripheral nervous system. 
Peterson and Murray(59) grew isolated 
embryonic chick spinal ganglia in culture. 
They observed the relating of Schwann cells 
to the axon and the laying down of myelin. 
Adams and Fisher(60) stated that diph- 
theritic polyneuropathy results from a highly 
selective attack on the myelin sheaths of 


nerves within or adjacent to spinal root 
ganglia. Waksman and Adams(61) found, 
by injection of homologous spinal cord or 
nerve as an antigen and of adjuvants, an ex- 
perimental neuritis can be produced in rab- 
bits. Zimmerman(62) has produced lesions 
of the peripheral nerves in animals fed vita- 
min Br deficient diets. There is myelin dis- 
integration of the posterior roots. Heller and 
Robb(63) described hereditary sensory neu- 
ropathy. The primary lesion is in the poster- 
ior root ganglia. There is a loss of all sensory 
modalities and severe trophic disorders in the 
extremities. As regard nerve pain due to 
ruptured intervertebral discs, Trowbridge 
and French(64) in connection with cervical 
myelography took routine lumbosacral films 
in 23 patients who never suffered low back 
or sciatic pain. Fourteen or 56% of the films 
showed abnormalities. Eaton(65) stated that 
polymyositis may be manifested by sym- 
metric muscular weakness without striking 
symptoms of systemic illness. There is ele- 
vation of the basal metabolic rate. 
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ELECTROENCEPHALOGRAPHY 
W. T. LIBERSON, M.D., Pu. D., NortHampton, Mass. 


This has been another year of steady 
progress in the field of electroencephalog- 
raphy. With an ever growing number of 
publications, the reviewer is compelled to 
consider only a few facets of this progress. 

Technical Developments.—Tape recorders 
have been increasingly used during the past 
year either for storing EEG tracings for 
future cathode ray recordings(32) or for 
frequency analysis(7). One can make the 
EEG audible by using similar circuits(2). 


FM tape recording of the whole brain wave 
spectrum (intracranial EEG) can be played 
back at a reduced speed into an ordinary ink- 
writer machine. This permits one to record 
with pen and ink the fastest potentials of 
cerebral origin(19). A micromanipulator for 
human microelectrography was described 
(34). An interesting attempt of a toposcopi- 
cal analysis of the brain wave fields on the 
surface of the head was reported. It aims at 
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a differentiation between the stationary and 
moving potential sources(29, 30). 


BASIC RESEARCH 


Electric Discharges.—Workers continue to 
study the patterns of spatial and temporal 
organization of the electrical discharges of 
neurons. The most significant development 
is the reassertion that dendrites respond to 
the incoming stimuli in “more-or-less” in- 
stead of “all-or-none” fashion. The follow- 
ing differential characteristics of the dendritic 
activation are observed : absence of a refrac- 
tory phase; summation of the individual 
quanta of excitation until a constant level 
of depolarization is reached; presence of 
20 ms facilitation followed by depression and 
then by hyperexcitability leading to “recruit- 
ment”; slow conduction. Activation of the 
dendrites may set up electronic currents caus- 
ing the soma to discharge repetitively (3, 4). 
Dendrites remain the most probable site sus- 
taining slow potentials down to the DC level. 
The latter have been successfully elicited by 
sensory stimuli in a metrazolized animal and 
were shown again to be associated with 
spreading depression curtailing paroxysmal 
or convulsive activity (33). New evidence of 
the interrelationship of slow and fast poten- 
tials during clonic discharges was presented 
(17, 19). The effects of the cerebellar stim- 
ulation upon the cerebral DC potentials were 
confirmed (8). 

The field of cerebral microelectrography 
has been rapidly expanding. The most re- 
vealing studies show great diversification of 
functional properties of individual neurons. 
In the somato-sensory area, this is not only 
true with respect to their accessibility to dif- 
ferent kinds of peripheral stimuli (which 
could be due to the anatomical arrangement ) 
but also, at least to a certain degree, insofar 
as their intrinsic functional characteristics 
are concerned, Thus, for instance, certain 
neurons discharge in association with the 
slow waves and others are inhibited at that 
time(14). Neurons responding to the same 
kind of somatic stimulus are arranged in 
vertical columns( 21). Microencephalography 
of the lateral geniculate body of the cat con- 
firms the laminar organization of this struc- 
ture(5). Late unit discharges were observed 


in the visual system of the rabbit, following 
an optic stimulus(9). 

This method also reveals that units re- 
corded around an epileptic focus set up by 
alumina cream technique behave quite dif- 
ferently from the normal ones and again 
differently from the strychninized units (32). 

Conditioning.—It was recently reported 
that hippocampal responses (in the waking 
animal) show a great lability, particularly 
in regard to the visual stimuli ; the responses 
do not follow each stimulus, or are evoked 
only by the first stimulus of a series. A con- 
ditioning of the visual stimuli by the auditory 
ones may reactivate the responses to a flash. 
The factors of surprise have been prominent 
in this study(15). In a chronic animal sub- 
mitted to an intermittent clicking (1-3 per 
sec.), day and night, evoked responses tend 
to disappear not only in the auditory cortex, 
hippocampus, caudate nucleus, septal area 
and amygdala, but also in the cochlear 
nucleus. This remarkable effect of “habitua- 
tion” is only temporary. The responses may 
be reactivated by conditioning the clicks by 
using simultaneous electric stimulation of the 
skin(11, 13). Thus, intracerebral electro- 
encephalography may contribute a great deal 
to the understanding of the processes of 
conditioning. 


CLINICAL RESEARCH 


Normative Studies.—Results of frequency 
analysis are made available for both children 
(6, 25) and elderly individuals(22, 31). The 
latter show a progressive slowing of the 
dominant frequency in the late senescence as 
well as a slight increase in delta activity. 

Depth  Electroencephalography.—Topo- 
logical factors are revealed in chronic pa- 
tients with implanted electrodes bearing mul- 
tiple contacts(26). In the motor cortex the 
resting rhythm is 25 c/sec. increasing to 
50 c/sec. during activity. In the auditory re- 
gion, the driven responses to clicks may reach 
200 c/sec. In the visual area 2-8 c/sec. ac- 
tivity with eyes closed, 4-8 c/sec. with eyes 
open, and 27-50 c/sec. while the patient looks 
at pictures was recorded. Lambda waves ap- 
pear to be related to the oculomotor response 
(cf. 12). In the frontal, parietal and tem- 
poral lobes, paroxysmal, 2-5 c/sec. waves 
could be synchronously recorded. In mental 
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patients, extensive synchronous discharges of 
this activity in these regions were correlated 
with agitation and hallucinations(26). 

States of Consciousness.—An electro-clini- 
cal study of 74 cases of verified cerebral 
lesions established the following correlation : 
unilateral abolition of the evoked alpha arrest 
was associated with difficulty in symbolic 
thinking resulting, in the majority of cases, 
from the involvement of temporo-parieto-oc- 
cipital areas. The presence of a bilateral abo- 
lition of this reaction was associated with 
confusional states, regardless of the nature 
or the localization of the lesion, but only ex- 
ceptionally found in the involvement of areas 
of specific afferent projections(1). 

Respiratory arrest was observed during 
most of the “petit mal” attacks with a delay 
of 1-2 sec. in relation to the electrical par- 
oxysm. In temporal epilepsy, respiratory 
arrest also was recorded with a delay of 
several seconds. In both series, the respira- 
tory arrest was related to the degree of 
changes of consciousness(10). 

During an intensive prolonged brief stim- 
ulus therapy, correlations were found be- 
tween changes in the speed of mental and 
psychomotor activity and the amount of delta 
and theta rhythms(18). In elderly psychot- 
ics, organic etiology was associated with a 
diffuse slowing of the brain wave rhythm 
(22, 23, 31). 

Drugs and EEG Research in Psychiatry.— 
Further studies of the “sedation threshold” 
(effects of sodium amytal) in psychiatric pa- 
tients were reported. It is positively corre- 
lated with the degree of manifest anxiety. 
Obsessional personalities have a high thresh- 
old ; hysterical, a low one. It is negatively 
correlated with the impairment of ego func- 
tioning (27-28). Reserpine is found to acti- 
vate the brainstem reticular formation while 
chlorpromazine inhibits it(27). Chlorproma- 
zine regularizes the irregular tracing in psy- 
chotic patients and tends to slow down the 
basic rhythm(16, 28). Mescaline has effects 
antagonistic to those of chlorpromazine(20). 
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CLINICAL PSYCHOLOGY 
FREDERICK WYATT, Pu.D., ANN Arsor, Micn. 


As the scope of the social sciences grows, 
the question as to the direction in which re- 
search should move so as to make its most 
significant contributions, becomes more im- 
portant. The problem here is that the defini- 
tions of research areas will be a matter of 
personal and group values, especially after 
one has spoken of “significance.” The di- 
rection one proposes to follow depends really 
on the conceptual framework one wishes to 
realize, and on the method expected to do the 
job; for both are part of that fundamental 
philosophical position which determines what 
one will be looking for even before one has 
started. There is agreement about the distinc- 
tion between basic and applied research. 
There is also agreement that both are in- 
dispensable, although with reservations as to 
the rank-order of importance. All social sci- 
ences may be said to converge at present on a 
central problem—the orientation and motiva- 
tion of man in his interaction with his bio- 
logical and social environment—although 
many social scientists would probably insist 
on widely divergent formulations of the same 
basic matter. More particularly from the 
point of psychology (and with the aforesaid 
divergence in mind), three problems can be 
articulated, descending in order from the 
general to the more specific : (1) the relation- 
ship of individual to group-derived, or social 
categories; (2) the relationship of dynamic 
(drive- and need-derived) concepts of per- 
sonality to cognitive ones (or, in a different 
view, the relationship of the content of ex- 
perience to its structure) ; (3) the selection 
of those instances of conduct which would 
account for the largest possible variance— 
that is, a definition of the signs ‘and clues 
from which the psychological states and 
functioning of the individual can be most 
comprehensively and reliably inferred. 

Advances in the first of these problem- 
orbits would probably be of the greatest con- 
sequence. This is perhaps the reason for the 
tendency of the most important books in the 
field of human conduct in recent years to be 
concerned with the interrelationship of indi- 
vidual and group. These books, too, were 
usually firmly planted in a concrete situation 


with very practical and urgent aims. They 
were, in other words, “clinical.” It is quite 
possible that until a more inclusive conceptual 
framework has been developed, the most 
important progress in theory will come 
jointly with progress in coping with highly 
pragmatic problems. The outstanding book 
of the year in this sense is, by all odds, Stan- 
ton and Schwartz’s The Mental Hospital 
(14), which deals with the impact that the 
administration of a mental hospital and the 
interaction of its personnel have on the pa- 
tients. In so doing, it not only subjects the 
hospital as a social organization to a detailed, 
and long-needed analysis, but makes clear 
how all-pervasive and decisive the effects of 
administrative policies are on the therapeutic 
aims of the hospital. The result is a fascinat- 
ing array of observations on the management 
of the severely disturbed psychiatric pa- 
tient, and a good deal of new insight into 
the psychology and sociology of clinical in- 
stitutions, The most explicit contribution of 
this book, it seems to me, is that it finally 
acknowledges the informal structure of a 
therapeutic agency in relation to its formal 
one. The latter, while of course known to 
hospital staffs everywhere, has so far been 
kept in compartmental isolation from what 
was Officially recognized as “therapeutic pro- 
cedures”—as if patients responded only to 
the latter, and sensed nothing of the network 
of relationships, tensions, hierarchies, and in- 
fluences of which the social system “hospital” 
is made up. 

Bettelheim’s Truants from Life(4) is the 
second volume of a projected series of three, 
describing the methods, the psychological 
problems of its patients and the staffing of a 
residential treatment home—the Orthogenic 
School of the University of Chicago. The 
present volume consists of 4 extensive case 
studies introduced by a description of the 
school, and followed by discussion of the 
problems of case-history writing, with de- 
tailed tables on the status of the children 
treated at the school, and of their parents. 
While the preceding volume(3) was more 
oriented toward the residential treatment 
home as a therapeutic approach, the emphasis 
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of this book is on the genesis of maladjust- 
ment which made treatment necessary, and 
the processes of rehabilitation and growth. 
As far as that is concerned, one cannot easily 
think of more instructive reading ; but it also 
appears that the case history, that routine 
implement of clinical work, in the right 
hands, can be a most adequate medium of 
new insight. It should give us pause to think 
how much more real research there is in these 
evenly told reports than in a great many 
instances of statistical and experimental ap- 
paratus of science mobilized with much fan- 
fare. 

In the field of psychological theory a new 
book by Gordon Allport(1) should strike the 
attention of those who, behind the phenomena 
of conflict and defense, are looking for a 
general psychology of personality which 
stresses the autonomous value-setting and 
value-realizing qualities of the ego. Fair- 
bairn’s An Object-Relations Theory of the 
Personality(6), on the other hand, marks an 
important theoretical contribution to psycho- 
analysis. He departs from classical analytic 
theory by proposing that libido is essentially 
not pleasure- but object-seeking. Erogenic 
zones do not determine libidinal aims, but 
only channelize them, so that libidinal phases, 
with the exception of the oral, are really in- 
dications of techniques which the ego uses 
at that period in regulating its relationship 
to objects. Ego development therefore has to 
be conceived in terms of its relationship to 
objects, and especially to internalized ones. 
While obviously controversial in these basic 
assumptions, and unavoidably speculative, 
this collection of papers offers both clinical 
insights and a highly stimulating set of theo- 
retical propositions. The validity of the 
clinical method (sometimes speciously called 
“intuitive” ) is given a careful analysis in a 
book by Meehl(10) with which everybody 
seriously interested in the premises of modern 
research in behavior should have an intel- 
lectual meeting—even though in Meehl’s 
thesis quantification may be taken for granted 
a little more than is warranted. 

When the planful modification of conduct 
is being discussed, psychotherapy is normally 
the generic model, and counseling is often 
by-passed. Its scope, however, has in recent 
years grown far beyond the more limited 


educational objectives originally connected 
with the term counseling. This development 
is well surveyed by Shoben(13). The most 
recent book in this field, Bordin’s Psycho- 
logical Counseling(5) holds a special posi- 
tion through a carefully laid general founda- 
tion for counseling and through a continued 
systematic orientation toward psychological 
theory. Rogers and Dymond have issued a 
book of studies on psychotherapy(12) which 
should be considered, even if the therapeutic 
orientation of the authors is not shared, as 
an advanced effort to do systematic quanti- 
tative research in the field of psychotherapy. 

A manual for the use of the Lowenfeld 
Mosaic Test(g) has finally been published. 
One should hope that it will lead to a wider 
use of the test which shows promise of reach- 
ing different aspects of personality function- 
ing from the projective tests now commonly 
used. Stein’s introduction to the Thematic 
Apperception Test(15) has been issued in 
a new, expanded edition. 

A miscellany of new books should finally 
be brought to the reader’s attention: A very 
useful collection of studies on Small Groups, 
mostly concerned with quasi-experimental 
approaches to this field, by Hare, Borgatta, 
and Bales(8) ; an introduction into, and a 
true Primer of Psychoanalysis by Hall(7) 
which extracted and brought together a 
framework of the general (“normal’’) psy- 
chology of psychoanalysis ; inexpensive out- 
lines of abnormal psychology(11) and of 
psychoanalysis(16) respectively, both con- 
sisting of collections of individual papers, 
most of which are worthwhile and relevant, 
so that one will appreciate having them be- 
tween two covers; and finally, a book by 
Bates(2) on population problems, a subject 
between sociology and biology, knowledge of 
which is not often enough reflected in the 
more specialized pursuits of the social sci- 
ences, although it underlies them all. As an 
introduction, The Prevalence of People has 
the virtue of presenting a complex subject 
and of integrating its manifold consequences 
in a gracious literary manner. 
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CLINICAL PSYCHIATRY INCLUDING PSYCHOTHERAPY 


PAUL H. HOCH, M.D., ann NOLAN D. C. LEWIS, M.D. 
New York Crry 


We have selected a few papers that we feel 
illuminate certain investigative trends in 
clinical psychiatry. It is obvious that a large 
number of other papers should have been 
considered if a comprehensive review were 
to be attempted, but instead of referring 
briefly to a great many papers we prefer to 
describe some contributions somewhat more 
extensively. Many issues which could have 
been listed here are reviewed in separate 
sections. We have tried to confine ourselves 
to papers most likely not to be duplicated in 
other reviews. 

Five schizophrenic children under the age 
of 6 were treated with psychotherapy over a 
period of 2-4 years by Bender and Gurevitz 
(1). Treatment consisted in helping the chil- 
dren to cope more successfully with internal 
and external tensions. Technique included 
the use of the child’s symptomatic defenses, 
the neurotic mechanisms, symbolical fulfill- 
ment, and the psychophysical relation with 
the therapist. All the children showed marked 
improvement in their observed behavior re- 
lated to homeostatic, neurological functions, 
body image, anxiety, and intellectual func- 
tioning. However, the evaluation of the cases 
from a point of view of efficacy of psycho- 


therapy is blurred due to the fact that several 
of the children also received electroshock 
treatment. It would be rather difficult to 
assess how far the electroshock therapy pro- 
duced alteration in the schizophrenic process 
at least to a degree to make the child ame- 
nable to psychotherapy. 

Freyhan(2) investigated the course and 
outcome of schizophrenia and found that in 
long-span observations of 2 samples of 
schizophrenic patients, 20 years apart in a 
setting (Farnhurst, Delaware) with com- 
parative uniformity, the rate of separation 
from the hospital had doubled since 1940, He 
feels the modern clinical management acts 
for this significant improvement, but of 
course only in patients who have the capacity 
to respond favorably. No reliable prediction 
could be made as to the patients in whom 
the disorder would become malignant and 
chronic, if the type of onset or personality of 
the patient was studied. These statistics will 
have to be amplified in order to see if the 
type of case admitted 20 years ago is the 
same as the patient admitted today, and if 
there is no change in the severity of the pa- 
tient’s sickness. It also will have to be ascer- 
tained if patients are not discharged more 
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easily than in the past. Such statistics would 
be of great value if the above-mentioned 
issues would be touched upon and the relapse 
rate of patients separated from the hospital 
studied. Based on clinical impression there 
is no doubt that slowly but steadily in the 
treatment of schizophrenia, as in epilepsy, 
more and more treatment methods are being 
introduced which influence the schizophrenic 
process at least in its early phases. At present 
none of these therapeutic methods alone is 
the answer to schizophrenia, but all combined 
appear to have an increasing significance. 

Taterka’s and Katz’ paper deals with the 
investigation of examining correlations be- 
tween several emotional and behavior dis- 
orders in children with their electroencephal- 
ograms(3). The abnormal group consisted 
of children mostly schizophrenic and children 
with primary behavior disorders between the 
ages of 54 and 124; the control group con- 
sisted of 44 children matched for age and 
sex, but with no demonstrable disturbance. 
All the subjects received Rorschachs, Bender- 
Gestalt tests, and figure drawing tests. They 
found a very high percentage (78.6%) of 
EEG’s in childhood schizophrenia sugges- 
tive of an organic basis or component, and 
also a high percentage (73.4%) in the group 
of primary behavior disorders which also 
suggests the probability of a defect or de- 
velopment retardation in the cerebral struc- 
ture. No relationship between the abnormal- 
ity of the EEG and specific types of behavior 
patterns such as extreme passivity, aggres- 
siveness, or hyperactivity was found, nor any 
correlation between EEG and specific emo- 
tional traits as suggested by the Rorschach, 
with the possible exception of the appercep- 
tive approach and form quality. The greater 
the cerebral dysfunction as expressed by the 
EEG, the more abnormal were the specific 
psychological variables dealing with percep- 
tion, perceptual motor functions, and body 
image. Teterka and Katz feel that the study 
tends to support Schilder’s contention that 
organic damage to the brain causes disturb- 
ance in perceptior and motility and therefore 
adversely affects the body image. 

Ludlum and Driscoll(4) investigated phys- 
iological pathology of the schizophrenic and 
affective psychoses. They conclude that the 


constitutionally immature organism has a 
definite profile of physiological inadequacy. 
When such an individual is subjected to too 
much stress of any sort, abortive attempts 
at reaching a physiologic equilibrium are 
made by the organism which is then reflected 
in the serum globulins. In the immature 
schizoid individual when well, the serum 
protein figures show the physiological profile 
of aconstitutionally inferior person. In an un- 
stable or manic-depressive person when sick, 
alterations of the adaptive ability of the phys- 
iological mechanisms as reflected in serum 
protein figures indicate a basically normal 
physiological profile. It is not known why 
the reactivity of the body does not function 
normally in these individuals. This could be 
explained genetically as a poor integrative 
system (constitutional) with an endocrine 
background. 

In some of the severe psychosomatic cases 
similar mechanisms are observed as seen in 
schizophrenia. Karush et al.(5) report 6 
patients with chronic ulcerative colitis who 
were observed during psychotherapeutic in- 
terviews and where physiological activity of 
the salivary glands, colon, rectum, and pe- 
ripheral-vascular bed was recorded simulta- 
neously. The most significant emotion in pa- 
tients, coincident with the appearance of 
segmental colonic motility, was fear, Where 
rage toward parental figures was present, its 
expression was inhibited by fear of retalia- 
tion, Simultaneously autonomic excitation of 
the colon occurred, Activity in the lower end 
of the gastrointestinal tract was associated 
with inhibition of salivary activity. The pe- 
ripheral vasodilatation was an undifferenti- 
ated response that appeared to be associated 
with anxiety where it did not lead to effective 
action. The similarity between the patients 
under study and those with paranoid schizo- 
phrenic mechanisms is also discussed. 

Szasz(6) summarizes our knowledge of 
pain, This is very important from the point 
of view of clinical psychiatry. He suggests 
that we distinguish pain at 3 levels of sym- 
bolization, arranged in a hierarchy of increas- 
ing complexity. The first concept of pain is 
that of a signal by which the perceptive part 
of the organism (ego) registers the fact that 
there is something wrong with its structural 
or functional integrity. This part of pain 
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perception is acquired spontaneously, is in- 
dependent of cultural overtones, and is in the 
sense in which we can also speak of animals 
having pain, Szasz also claims that in this 
concept of pain there is only one person in- 
volved and there is no question of validation 
and no possibility of misunderstanding of 
persons as to meaning of messages. In the 
second concept of pain, the word pain refers 
to a situation in which there are 2 or more 
persons. Here the expression of pain is a 
fundamental method of asking for help. Any 
attempt to communicate the experience of 
pain to another person involves problems of 
validation, The third concept, Szasz feels, re- 
lates to phenomena in which the meaning of 
pain lies predominantly in its communicative 
aspect. In other words, pain in this context 
no longer denotes a reference to the body, 
but may be a request for help, or a complaint 
about being unfairly treated, or an attack and 
retribution against a needed but uncon- 
sciously hated object. 

Follow-up studies on the efficacy of psy- 
chotherapy and psychoanalysis are uncom- 
mon, and therefore any contributions which 
are done with some scientific accuracy are 
welcome. Schjelderup(7) discusses the fact 
that despite the vast sum of labor, human 
hopes, time, and money invested in psycho- 
therapeutic activities it is surprising that so 
few attempts have been made to reach a 
scientific critical evaluation of psychothera- 
puetic methods. A critical study of the re- 
searches published to date justifies some 
doubt whether any objective scientific 
grounds exist for the common assumption 
that, to use a quotation of Eysenck, “psycho- 
therapy has the effect of alleviating partly or 
wholly the illness of the neurotic.” In a 
follow-up study Schjelderup used a group 
of psychoneurotic patients (12 women and 
16 men) whom he analyzed over a 17-year 
period. All suffered from a chronic neurosis, 
mostly with mixed symptomatology. They 
received analytic treatment from 1 to 5 years. 
After analysis a large number of patients 
stated that they felt better, it was easier for 
them to associate with people, and that they 
felt safer and more at ease with others. 
Twenty-two patients mentioned that a last- 
ing change occurred in ability to work out a 
marital adjustment. In four, marital adjust- 


ment improved; 11 patients who were un- 
married became married, and 4 were di- 
vorced, In 7 out of 28 cases results were 
very satisfactory; in 15, satisfactory; in 2, 
unsatisfactory, and in 4, doubtful. Schjel- 
derup also felt that in his neurotic patient 
material, analysis was able to produce lasting 
cures. 

Drugs are being used increasingly in psy- 
chiatry for experimental, diagnostic, and 
therapeutic purposes. Frederking(8) has 
made use of drug-induced states of intoxica- 
tion as an aid in psychotherapy. To attain 
intoxication he used mescaline and lysergic 
acid diethylamide. Mescaline was given in 
doses 0.3 to 0.5 gm. intramuscularly and ly- 
sergic acid in doses of 30 to 60 y adminis- 
tered orally. These dosages led to dream-like 
states with experiences that were clearly re- 
membered afterward. A psychocathartic ef- 
fect occurred rather uniformly and Freder- 
king was able to shorten the course of 
psychotherapy by breaking down affect or 
memory blocks. Mescaline has a more inten- 
sive effect, but he prefers lysergic acid dieth- 
ylamide because, under the influence of this 
drug, the patients were able to relive scenes 
from earlier personal life. It can also have 
lasting influence on neurotic states. We feel 
that mescaline and lysergic acid diethylamide 
can be used with many other drugs or pro- 
cedures as adjuncts to psychotherapy and it 
depends on the personal bias of the patient 
or therapist whether preference is given to 
amphetamine, sodium amytal, nitrous oxide, 
lysergic acid diethylamide, mescaline, or 
others we could name. No agreement has 
been worked out reliably as to what kind of 
drug or procedure would benefit what kind 
of patient or emotional condition. Practically 
every drug introduced into psychiatry, either 
with an experimental or clinical purpose, was 
recommended as highly effective to psycho- 
therapy. However, claims of specificity in 
relation to these drugs are lacking. In other 
words many of them are interchangeable and 
therapeutic results obtained with one could 
most likely be obtained with the other. 

The evaluation of drugs in psychiatry will 
be an increasingly important matter. Many 
of the pitfalls in evaluating the action of 
drugs are not fully appreciated by the un- 
initiated. An article by Shapiro(g) illustrates 


q 
4 
~ 
ae 
4 
‘ 


1956] 


REVIEW OF PSYCHIATRIC PROGRESS 1955 


525 


this point. The influences of variables cre- 
ated by emotional factors on the patient and 
the investigator were systematically exam- 
ined in relationship to the pharmacological 
effects of a number of hypotensive agents. 
Hospitalization either as an inpatient or an 
outpatient, the relationship between the in- 
vestigator and the subject, the life situations 
were all important in masking or completely 
counteracting the effects on blood presure. In 
some instances this was so marked that it was 
impossible to define precisely the role of the 
hypotensive agent per se. This evidence em- 
phasized the need of continued critical ap- 
praisal of the specific value of agents in use 
today in the management of hypotensive 
vascular disease. It was also demonstrated 
how far psychological influences are able to 
induce physiological variations in hyperten- 
sion. 

Dr. Bick(10) discusses occupational neu- 
roses. This field is a very important part of 
psychiatry which does not receive sufficient 
attention although the number of persons in- 
volved in industrial accidents and those claim- 
ing compensation is very great. In other 
countries where health insurance and com- 
pensation practices go back a long time they 
have had extensive experience with the psy- 
chiatric complications arising in many such 
persons. They are also aware of the alarm- 
ing tendency of many of these persons to 
seek financial gain, and where the secondary 
gain often defeats therapeutic attempts. Bick 
especially points out that many of these indi- 
viduals who display such an attitude suffer 
from neuroses which are really dependency 
reactions, but it is questionable how far the 
accident itself can be considered causative in 
many of these patients. It is not emphasized 
enough that many of these persons utilize the 
accident to express their conflicts and how 
much of their unresolved hostilities are chan- 
nelled in that direction. 

Dr. Mullan(11) discusses the transference 
and countertransference in group therapy, 
which of course brings up many questions 
that do not enter into the individual trans- 
ference situation. He emphasizes that both 
transference and countertransference in a 
group situation are more varied than in indi- 
vidual therapy, and that this makes group 
therapy much more involved. The efficacy 


of group therapy rests on a careful and con- 
tinuous analysis of these varied and intense 
transference situations. For instance, un- 
conscious responses to aggressive and hostile 
behavior could influence considerably the 
countertransference situation. The group 
therapist should be aware not alone of his re- 
lationship to this particular person, but also 
to the reaction of the group to him and to the 
patient involved. We believe that further 
analysis of the relationship of the members 
of a group to each other and to the therapist 
will add considerably to the more extensive 
knowledge we have in individual psycho- 
therapy. 

It is important that more and more atten- 
tion be paid to the therapy of the aged who 
formerly were considered unsuitable for psy- 
chotherapy with the exception of crude reas- 
surance. It is increasingly apparent that 
many older persons are amenable to more 
elaborate and organized forms of psycho- 
therapy. We would like to quote two articles 
in this connection—one of Goldfarb’s(12) 
which considers the psychotherapy of the 
aged person and in which he illuminates a 
number of dynamic factors. For instance, he 
found that in aged, emotionally ill persons 
the persistence from early life of an attitude 
of joylessness or of physical suffering is an 
active attempt to master the environment. 
The elderly person’s joylessness is not en- 
tirely a turning of anger against himself. It is 
rather due to the illusion that helplessness is 
an effective means of power and of wielding 
it. The search of such patients for a parental 
figure can be viewed as a partially pleasur- 
able problem-solving maneuver, the enjoy- 
ment of which can be augmented in the doc- 
tor relationship, wherein the patient feels 
successful. In some patients some of the il- 
lusory patterns are abandoned for a more 
realistic and more gratifying pattern of 
behavior. 

Meerloo(13) investigated the transference 
and resistance problems in geriatric psycho- 
therapy. He thinks that as mental defenses 
break down spontaneously, analysis of re- 
sistance is not needed and may be dangerous 
because pathological content may be stirred 
up too much. The therapist as a transference 
figure has to replace a real loss of love and 
social appreciation. He feels that carefully 
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chosen interpretations have the same value as 
in the psychoneuroses of younger persons. 
He also points out that a major pact with 
death has to be uncovered in nearly every 
senile. He emphasizes a greater cooperation 
between the general practitioner, social 
worker, and welfare organization because 
growing old in our competitive society is a 
traumatic experience. 
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During the past year interest has been 
centered on the newer drugs used to control 
psychiatric symptoms, especially the 2 new 
sedative agents, chlorpromazine and reser- 
pine. In addition a new selective stimulant, 
Meratran, alpha-(2-piperidyl)-benzhydrol 
hydrochloride, and its gamma isomere Fren- 
quel, alpha-(4-piperidyl) benzhydrol chlo- 
ride, have been recommended for the manage- 
ment of depressive and other psychotic states. 
The use of these new drugs has fortunately 
encouraged valuable experimentation, but has 
unfortunately also been associated with much 
indiscriminate and rash publicity. Conse- 
quently part of this review will emphasize 
some precautions necessary in these ap- 
proaches, 

Chlorpromazine and Reserpine.—Both 
chlorpromazine (Thorazine) and reserpine 
(marketed under different names) are seda- 
tives with the unique ability with proper 
dosage to selectively inhibit subcortical ac- 
tivity(1-3). They can thus serve as effective 
tranquilizing agents in many conditions with- 
out inducing either sleepiness or confusion. 
They are especially useful in the relief of psy- 
chotic excitement, autonomic agitation, anx- 
iety, or related dysfunctions, but are contra- 
indicated in most cases of apathetic or 
akinetic depression, and in neurasthenic or 
obsessive states(4, 5). In excessive or pro- 
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tracted dosage, or in sensitive individuals, 
they induce Parkinsonian or even catatonic 
states, or so disturb autonomic balance as to 
bring on distressing or dangerous symptoms 
of nausea, diarrhea, fever, tachycardia, pru- 
ritis or dermatitides, edema or vascular col- 
lapse(6-10). The hypotensive effect demands 
special caution if electroshock treatment is 
simultaneously administered (11). 

Keup, using a battery of serum protein 
studies on 40 patients treated with daily 
doses of up to 500 mg. per day of chlorpro- 
mazine, found that 20% of the subjects de- 
veloped significant impairment of liver func- 
tion, not always clinically manifest(12). 
Complications that can be regarded as serious 
are encountered in from 5-10% of patients 
treated, depending on the doses employed. 
In one typical large series of treated cases 
Giacobini and Tassenius(13) reported extra- 
pyramidal symptoms in 10.9%, skin reactions 
in 18.4%, and leucopenic or mild hypo- 
chromic anemia reactions in 14.3% of their 
cases, 

Agranulocytosis is less commonly encoun- 
tered, but presents a serious danger. Rheu- 
matoid arthritis has also been described(14). 
American workers(15) who limited the dose 
to 300 mg. a day found a lesser frequency of 
complications ; Ayd(16) sees no advantage 
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in exceeding this dosage except for excep- 
tional cases, but Kinross-Wright(17, 18) be- 
lieves the better results of intensive treat- 
ment justify the complications, which he re- 
gards as usually reversible. Liver biopsy 
studies however reveal the presence in some 
cases of an intralobular biliary stasis asso- 
ciated with a cholangiolitis which can persist 
for many months(19-22). Several deaths 
have already been reported (23). 

Reserpine appears to be less toxic, though 
milder and less constant in its action. French 
workers(24) who command a large experi- 
ence prefer chlorpromazine for the more 
severe cases, while reserving reserpine for 
the neuroses or as an alternative if chlor- 
promazine fails. With therapeutic doses 
Parkinsonism appears at least as frequently 
with reserpine, but liver damage and jaundice 
have not been described(25, 26). The vaso- 
motor changes are, however, more severe 
(22-28). In one large series treated with 
relatively high doses (5-18 mg. a day for 
months) 68% of the cases developed Parkin- 
sonian symptoms and 14% had actual or 
threatened collapse(29, 30). Cerebral throm- 
bosis may occur(31). One patient who had 


been given 15 mg. intravenously died in 
shock a few hours later(32). 

Many spectacular successes have been re- 
ported. The sober description of reserpine 
by Glynn(33) probably applies equally well 
to both drugs: 


An effective sedative . . . although it is not equally 
effective in all cases. It reduces anxiety and drive 
and exerts a calming effect on psychomotor ex- 
citement. 


Its calming effect, however, may sometimes 
overshoot the mark and depressive reactions 
or exacerbations are by no means uncommon 
when the drug is used (34-36). 

Meratran and Frenquel.—Lysergic acid 
diethylamide (LSD-25) and mescaline are 
cortical inhibiting agents which induce psy- 
choses( 37, 38). Both their physiological and 
clinical action can be counteracted with drugs 
of the amphetamine series, of which Mera- 
tran and Frenquel are recent examples(39- 
41). Meratran is described as stimulating, 
Frenquel as sedative in its action. The chief 
range of usefulness of Meratran is in the de- 
pressions, but its use is contraindicated in the 
presence of delusions, anxiety, or restless- 


ness. There are fewer side effects than with 
Benzedrine and appetite is little impaired. 
Rinaldi, Rudy, and Himwich(42) found 
Frenquel helpful in nearly half of their very 
chronic case material, especially in paranoid 
patients. The good effects were not main- 
tained after medication was discontinued. 

Miltown, Acetylcholine, Histamine.—Mil- 
town, 2-methyl-2-n-propyl-1,3-propanediol 
dicarbamate, with a strong peripheral muscle 
relaxing action, is said to be helpful in re- 
lieving tension states or muscle spasms. It is 
pharmacologically related to the peripheral 
relaxants Myanesin and Tolserol. Edema, 
urticaria, and syncope are sometimes disturb- 
ing side effects(49, 50). 

Italian workers(51, 52) continue to report 
good results with Fiamberti’s acetylcholine 
treatment of schizophrenia. Hoffer and Par- 
sons(53) in Canada make friendly observa- 
tions on the histamine treatment. In a care- 
fully formulated study of 12 acute cases of 
schizophrenia treated with histamine accord- 
ing to the Sackler method, 9 cases responded, 
but of these 4 soon relapsed. The authors con- 
clude that the treatment does something of 
real benefit, however transient the effect, and 
that at least one-third of the cases can main- 
tain the improvement. 

Sleep Treatment and CO,.—Although 
Delay and Deniker(24) make much of the 
difference between sleep treatment and the 
so-called hibernation treatment with chlor- 
promazine, the sustained restorative effect of 
the controlled inhibition relates the treatment 
to sleep therapy. Insulin treatment can also 
probably be best understood as a variant of 
sleep therapy . In spite of an occasional nega- 
tive report, such as that of Lifschutz(54), 
who treated his cases too superficially(55) 
the consensus of accounts of the insulin treat- 
ment of schizophrenia continue to be strongly 
positive. Two recent reports( 56, 57) involv- 
ing a total of 1,300 cases agree that acute 
cases in young individuals respond remark- 
ably well. Prolonged and intensive treatment, 
with up to 2 hours of coma, and up to 100 
coma hours, is now recommended, with elec- 
troshock treatment superimposed in resistant 
cases. In a 15-year follow-up by Bond and 
his associates there is also general agreement 
that most cases relapse in succeeding years, 
though many may respond again to a second 
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course. A rapid gain of weight under treat- 
ment is prognostically favorable. The long- 
term result is not good, but valuable years 
are saved, and the phenomenon of remission 
is of great interest and value. 

Jameson and Ford(58) recommend intra- 
venous Novaldin and albumin for treatment 
of protracted insulin coma, Prolonged, low- 
amperage stimulation also works(59), and 
it is reported that peripheral electrical stimu- 
lation can rouse a patient from ordinary hy- 
poglycemic coma(60). 

A valuable and authoritative review of the 
techniques and indications for sleep treatment 
will be found in a translated article by 
Kerbikov(61) in the Lancet. Among the 
recommended techniques are intravenous 
alcohol and subcutaneous nitrous oxide ad- 
ministration. Azima(62) presents an in- 
genious scheme for inducing a more natural 
type of prolonged sleep by combining differ- 
ent time-reacting barbiturates with chlor- 
promazine to induce about 20 hours of sleep 
a day for several weeks. Piazzesi successfully 
used a similar method(63). About 60% 
of Azima’s cases, half psychotic and half 
neurotic, responded well. He believes the 
treatment is especially suited for neuroses 
with hysterical, anxious, or hypochondriacal 
features, as well as for cases of schizophrenia 
with prominent affective components. Labou- 
carie and Combes(64) believe it is especially 
valuable when combined with electroshock 
therapy or for cases of schizophrenia. 

A recent follow-up study of patients 
treated with carbon dioxide inhalation ther- 
apy finds it has no advantage over psycho- 
therapy (65). 
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PSYCHOSURGERY 
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A highly articulate patient(1) describes 
the effects of leucotomy upon himself : 


One is obviously the same person after as before 
operation. There is no black-magical change, no 
dramatic discovery of an entirely new personality. 
One’s memories remain the same; one’s intelligence 
is unimpaired, if not improved; one’s basic feelings 
about life remain unaltered. The only thing which 
really changes—and this is a very gradual process— 
is the ability to alter the badly set patterns of one’s 
life; there is more drive, more resilience, more 
objectivity in regard to oneself and one’s environ- 
ment. The leucotomy operation is only the very 
beginning of one’s cure. The actual improvement 
in a human life still remains for the individual him- 
self to accomplish. 


In the same issue of Lancet(4) is an edi- 
torial indicating the revolutionary nature of 
the change: 


Young schizophrenics no longer fill the hospitals, 
waiting for the inevitable march of deterioration, 
nor are the refractory wards occupied by large 
numbers of unpredictably aggressive or catatonic 
patients ; and this change is certainly due in part to 
leucotomy. .. . In these patients the finer shades 
of behavior—tact, self-restraint, the ability to ap- 
preciate the substance of things hoped for, the evi- 
dence of things not seen; those feelings that give 
the individual flavor to personality and make some- 
one the well-loved friend or relative—are still pre- 
served, even though at times they may be clouded by 
disease. 


As psychosurgery enters the competitive 
phase with the new drugs, a number of im- 


portant monographs established its founda- 
tions on a firmer basis. The most sobering 
one is that of Eie(6) who investigated the 
brains of 29 patients operated upon. The 
wide variation of the incisions from case to 
case and from one side to the other explains 
in part why there were only § patients who 
improved. An even more extensive study by 
Meyer and Beck(14), based upon 102 brains, 
points in the same direction, These authors 
find that improvement is related to the num- 
ber of fibers severed, rather than to any given 
location. Posterior incisions are dangerous, 
anterior ones often unsuccessful. Of these 
cases there were only 6 that could be called 
social recoveries, while 18 were improved. 
Clearly the anatomic material is taken largely 
from patients who remain in hospital after 
operation. Miller(15) made a clinical study 
of patients operated upon in the Ontario 
Hospitals and with the aid of numerous 
charts and tables tried to establish the indica- 
tions for psychosurgery; they resembled 
those previously laid down. Since the patients 
were all chronic, the time element of the 
psychosis was not adequately evaluated. 
LeBeau(13) gathered together his material 
in various operations on the frontal lobes 
in 175 cases. Cingulectomy was best in ob- 
sessive patients and in epileptics with char- 
acter disorders. In addition to the above 
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monographs, two conference reports are 
given in detail, with different facets of the 
problem presented by various authors(26, 
27). 

More attention is being concentrated on 
the orbitomedial regions of the frontal lobe. 
The authors(2, 9, 11, 12, 18, 21, 25) are rela- 
tively certain that beneficent results in 
quieting emotional troubles can be accom- 
plished without producing serious personality 
changes. That this region is particularly im- 
portant in emotional disorders seems to be 
indicated by the depth electrode study of the 
brain developed in New Orleans by Heath 
(7), and in Rochester by Petersen(18, 22) 
and their co-workers. 

Among the oddities noted during the past 
year in lobotomized patients have been the 
following: Immediate widening of the pupil 
in 12 of 15 cases(3); supersensitivity to 
acetylcholine of the deafferented cortex(5) ; 
development of a glioblastoma of the frontal 
region 5 years after lobotomy(8) ; unilateral 
mammary hypertrophy (19) ; lobotomy in one 
of identical schizophrenic twins (28) ; electric 
shock directly to the brain by electrodes im- 
planted beneath the dura(17) ; epilepsy and 
fetichism relieved by temporal lobectomy (the 
object was a safety-pin) (16) ; a second-to- 
second correlation of abnormal brain waves 
in the ventromedial quadrant, with hallucina- 
tory episodes(22). 

Special mention should be made of two 
contributions by L. H. Smith(23, 24). In 
his critique of somatic therapies, and in a 
contemporaneous editorial, he views the sit- 
uation in realistic fashion: 

After probably more than 30,000 operations in the 
United States alone, interrupting nerve pathways 
of the brain has not become the panacea as 
championed by some, nor has it produced a gro- 
tesque horde of amoral automatons as feared by 
others. . . . Whatever the procedure used to inter- 
rupt the functioning of the thalamo-frontal path- 
ways, the most usual effect is to reduce the patient's 
tension, anxiety and dread, through decreasing his 
self-concern. Although some spectacular results 
have been found in the incapacitated obsessive-com- 
pulsive neurotics, lobotomies have been done most 
frequently with the hospitalized psychotic because it 
is a procedure with attendant operative risk, com- 
plications and personality damage. . . . We may say 
that psychosurgery has levelled off from its over- 
enthusiastic beginning, and in conservative hands 
may contribute to a greater degree of mental health, 


peace and relaxation to our most troubled clinical 
syndromes, when thoughtfully selected. 


An optimistic note is sounded by a chap- 
lain, A. W. Schmidt(20) who finds that 


Such patients either do retain sensitivity to moral 
values or can be educated to such, and that there is 
a place for the chaplain in the post-lobotomy treat- 
ment program. 
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CHILD PSYCHIATRY 


The fact that it is increasingly difficult, if 
at all possible, to offer within the space avail- 
able an all-inclusive review of the work done 
in the field is in itself a telling proof of pro- 
digious activity. The task, therefore, permits 
only’ a representative sampling, with the 
abandonment of any ambition for complete- 
ness. 

Books.—The market has been all but 
flooded with lay and professional books on 
child rearing and on specific aspects of be- 
havior. We feel obliged to make up for a 
serious omission in last year’s review and 
hasten to call attention to the first volume of 
a projected series of case discussions edited 
by G. E. Gardner(1), an important docu- 
ment which, besides being useful in teaching, 
offers an instructive cross section of clinical 
methodology. Porot’s book on interpersonal 
relationships within the family(2), reviewed 
in this Journal (112: 80, 1955), will, we 
hope, be translated into English. We have 
the same hope with regard to Schneersohn’s 
monograph on play and neuroses of children 
(3), which, originally published in Hebrew, 
was made available to French readers; a 
brief summary of the author’s views was pre- 
sented in this Journal(4). Bettelheim gave 
a detailed account of 4 emotionally disturbed 
children treated at the Orthogenic School of 
the University of Illinois(5). Durkin(6) 
reported on her psychoanalytically oriented 
group work with mothers of disturbed chil- 
dren. Ribble’s “introduction for perplexed 
parents” (a subtitle strongly reminiscent of 
that which Hilde Bruch had used for her 
book) is generally helpful but in spots is apt 
to add to parental puzzlement(7). We doubt 
that many will agree with Michaels’ conten- 


tion(8) that persistent enuresis is closely re- 
lated to juvenile delinquency and psycho- 
pathic personality and that the lack of sphinc- 
ter control can be characterized as “a short- 
circuiting in a neuropsychologic sense and an 
acting out from the psychoanalytic stand- 
point.” 

We can do no more than call attention to 
the books on delinquency by Cohen(9), 
Deutsch(10), and Scott(11), on comics by 
Bejerot(12), on nomad children in German 
Switzerland by Hasler(13), on adoption by 
Raymond (14), and on the only child by Cutts 
and Moseley(15) as publications worth 
knowing. 

Periodicals.—As always, the symposia and 
workshops of the American Orthopsychiatric 
Association are important events of the year. 
In 1955, a round table on “a new pattern for 
mental health services in a children’s court” 
was published(16), further a symposium on 
therapeutic play techniques(17), one on the 
hospitalized child(18), and a workshop on 
“the treatment during the latency period of 
a girl with atypical development”(19). The 
1955 volume of Etudes de neuro-psycho- 
pathologie infantile contains an informative 
article on jactatio capitis mocturna by 
Schachter (20) and on the role of age and sex 
in children’s Rorschach responses by Schach- 
ter and Cotte(21). It is a pleasure to note 
the reappearance of The Nervous Child, pub- 
lication of which was temporarily inter- 
rupted, and which Ernest Harms has edited 
for years with such great devotion. It is un- 
fortunate that the Quarterly Journal of Child 
Behavior has been discontinued. 

Childhood schizophrenia and autism, neg- 
lected if not unknown or even declared non- 
existent a few decades ago, are very much in 
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the foreground of interest today. The pro- 
gram of the last annual meeting of the 
American Orthopsychiatric Association pro- 
vided not less than 3 symposia on the sub- 
ject, which will be published in due time. A 
major contribution came from Holland in the 
form of a monograph edited by Grewel(22) ; 
the 5 authors (Grewel, Prick, Sunier, Kamp, 
Gaudia) discussed autism from the points 
of view of nosology, etiology, differential 
diagnosis, related conditions, and treatment. 
It is somewhat surprising that van Krevelen 
of The Hague, who has made a special study 
of autism and has some definite ideas about 
its nature, was, though quoted, not repre- 
sented on the panel. 

A well-organized presentation of the phe- 
nomenology of autism was offered by 
Norman(23). Mahler and Gosliner(24) 
made a further contribution to the studies of 
the genetic, dynamic, and restitutive aspects 
of symbiotic child psychosis. Schachter(25), 
noting the coincidence of several types of 
disorder in 2 generations of one family, con- 
cluded that : 


Genetic predisposition to schizophrenia, epilepsy, 
the primary behavior disorders, and psychopathy 
has been demonstrated ... Their occurrence to- 
gether in this family makes it necessary to postulate 
an inherent disorganizing process due to the presence 
of an inherited organic brain disorder which in- 
creased the vulnerability of several of the individuals 
to environmental stresses. 


A number of reported studies dealt with 
the treatment of childhood schizophrenia (26- 
30). The difficulties inherent in the manage- 
ment of psychotic children found their ex- 
pression in the great variety of combinations 
and points of emphasis which included drugs, 
reassurance, abreaction, interpretation, group 
therapy, psychodrama with the parents, 
“techniques of symbolic fulfillment and sen- 
sory impingement,” and “constructive use of 
over-identification” ; one paper on the char- 
acter and structure of childhood psychoses 
(31) recommended affective stimulation, ego 
excercises, and therapy of the mother for 
“autistic components,” and substitution of 
object relationships followed by work with 
the stunted ego for “parasitic components.” 
Obviously and quite understandably, we are 
going through a period of groping which is 
much better than therapeutic nihilism but, 


as sporadic successes accompany each type 
of approach and as spontaneous emergence 
has been known to occur, the correlation be- 
tween improvement under treatment and the 
degrees of severity and reversibility of the 
illness remains open to serious investigation. 

Campbell’s restatement of the existence 
and peculiarities of manic-depressive disease 
in childhood(32) has found support in the 
publication by McHarg(33) of a case of a 
manic episode with an ensuing depressive 
state in an 11-year-old girl, and by Kaplan 
and Sakheim( 34) of a 13-year-old boy’s be- 
havior diagnosed as manic. 

The effect of chlorpromazine medication 
was discussed by Gatski(35), whose 9 pa- 
tients showed improvement within 1 week 
and continued to improve as the drug was 
used, and by Flaherty(36), whose 16 pa- 
tients, “each of whom was a chaotic focus of 
aggressive and acting-out behavior, became 
more controlled, less anxious and defiant and 
better able to accept ambient limits.” Freed- 
man and co-workers(37) found tolserol help- 
ful in organic behavior disorders, principally 
in the area of relationships, but the effect 
was “unimpressive” in schizophrenic chil- 
dren. 

Under the heading of psychosomatic stud- 
ies, we point to the paper by Bell and Levine 
(38), who recommended reeducation of the 
parents and finger painting by mother and 
child in cases of chronic constipation, by 
Chapman and Loeb( 39), who discussed ano- 
malies of gastrointestinal mobility, vascular- 
ity, and secretion under emotional stress, and 
by Kirsner and co-workers( 40), who empha- 
sized the need for comprehensive medical 
treatment combined with psychotherapy in 
ulcerative colitis. Josselyn, Simon, and Eells 
made clinically helpful observations on anx- 
iety in children convalescing from rheumatic 
fever(41). Corboz(42) reported a case of 
Graves’ disease with emotional difficulties 
and raised the question of “a psychogenic 
start” of hyperthyroidism. 

We wish that we had room to do full 
justice to the important work done by Joan 
and John Hampson and John Money on the 
psychologic concomitants of endocrine dys- 
function. It must suffice that we point to 
their original publications(43, 44) and their 
conclusions that the gender role of an indi- 


ay 
‘af 
4 
4 
. 
— 
. 


1956] 


REVIEW OF PSYCHIATRIC PROGRESS 1955 


533 


vidual is not automatically determined by the 
gonads, hormones, or chromosomes in cases 
of ovarian agenesis and hermaphroditism but 
by the experiences of assigned sex and rear- 
ing. The authors’ studies of idiopathic sexual 
precocity in males and females(45, 46) led 
them to the observation that such children 
“are not particularly prone to psychologic 
maladjustment”; when it does occur, “life 
experiences have been such as to lead one to 
suspect that the child would have been mal- 
adjusted even without precocity.” 

Neither juvenile delinquency nor the liter- 
ature on the subject has abated in the past 
year. However, there has been added empha- 
sis on the departure from the trend toward 
looking for any one specific cause. The sig- 
nificance of the sociopsychologic aspects was 
emphasized by Hirschberg and Noshpitz 
(47), who pleaded that “we must abandon 
the belief that all juvenile delinquency is a 
consequence of personal inadequacies in a 
culture that is essentially adequate” and that 
“more than therapy for the individual child 
is needed in order to prevent or remedy de- 
linquency that emerges from pressures of 
group living.” Curran(48) and Baumgartner 
and Beck(49) advocated a coordination of 
services in the community to deal with the 
“constellation of maladjustments” spoken of 
as delinquency and outlined succinctly by 
Bakwin(50). Woodward(51) and Bradley 
(52) reaffirmed the fact that low intelligence 
as such is not the essential factor in the etiol- 
ogy. A round table conducted by Karpman 
(53), with the participation of Kanner, 
Robinson, Sontag, Schmideberg, and Peck, 
dealt with the psychodynamics of child delin- 
quency ; the chairman’s summary offers an 
admirable review of contemporary attitudes. 
Peck and Bellsmith(54) reported on their 
therapeutic experiences with delinquent ado- 
lescents. Atcheson and Williams(55) pre- 
sented a worthwhile study of juvenile sex 
offenders. 


MENTAL DEFICIENCY 


The National Association for Retarded 
Children, through its Scientific Research Ad- 
visory Board, has launched an ambitious re- 
search program, announced at the Chicago 
meeting on October 1 and 2, 1955; surveys 
have been undertaken in the areas of organic 


etiologies and of social, environmental, and 
cultural factors. This plan, in addition to 
its intrinsic merits, should help to bring the 
subject closer to the heart of the medical pro- 
fession. Mental deficiency is still a sadly 
neglected topic in medical education. Gibson’s 
efforts to include it in a medical curriculum 
in Scotland(56) deserve emulation every- 
where. 

Comprehensive presentations of the oligo- 
phrenias appeared in the Encyclopédie 
Médico-Chirurgicale under the heading Etats 
d’arriération (Duchéne and Smirnoff) and in 
the Enciclopedia Medica Italiana under the 
title Oligofrenie (Kanner). 

Outstanding among the 1955 book publica- 
tions is the thorough, scholarly, and practical 
volume by Wallin in which a consideration 
of retarded pupils, teaching procedures, and 
teaching personnel is helpfully integrated 
(57). 

Although articles on retardation in periodi- 
cals are scattered widely, we would mention 
especially a paper by Nissen(58) on the 
effect of damaging environmental influences 
on feebleminded children. We must refer 
to the pages of the American Journal of 
Mental Deficiency as a depository for many 
important studies along the areas of admin- 
istration, education, medicine, psychology, 
and sociology. We point specifically to stud- 
ies of tuberous sclerosis( 59), the association 
of mental defect and hemihypertrophy (60) 
and dyskeratoses(61), and the fascinating 
discussion by Tilley(62) of Faulkner’s “‘idiot 
boy” Benjy in The Sound and the Fury. 
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NEUROSYPHILIS 
W. H. TIMBERLAKE, Betmont, Mass. 


The first 20 years of the Tuskegee study 
of untreated syphilis in the male Negro has 
been completed(1). Among the 408 syphi- 
litics over 25 years of age, the morbidity and 


frequency of abnormality of the diameters of 
the heart and aorta by x-ray exceeded those 
of the 192 nonsyphilitic controls. Life ex- 
pectancy was reduced 17% in the syphilitic 
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patients, one-third of whom are now dead. 
Autopsies were made of 92 syphilitic cases 
and 32 control cases. Between the 2 groups 
there were no differences of age distribution 
nor of the causes of death aside from syphilis 
itself. In these Negroes with untreated 
syphilis of 10 years’ duration and a sustained 
positive serologic test prior to death, 50% 
had cardiovascular syphilis at postmortem 
examination. However, the similarity of the 
clinical symptoms and signs of the cases with 
syphilitic and arteriosclerotic aortitis reduced 
the efficiency of clinical differentiation of 
the 2 conditions. 

The brain was examined in 46 of the 


syphilitic cases. Only 2 had syphilitic in-, 


volvement. Both patients died in a state 
hospital for the insane, one with meningo- 
vascular and one with paretic neurosyphilis. 
Among the syphilitic cases there was a higher 
proportion of cerebral arteriosclerosis and 
other abnormalities than among the 13 con- 
trols but this cannot be given much signifi- 
cance in such small groups. 

In a clinical study of 578 cases of cardio- 
vascular syphilis O’Brien, Smith, and Fisher- 
keller(2) found that this complication ap- 


peared within 20 years of the primary infec- 
tion in 48% of cases. They also found a 
41% coincidence of neurosyphilis in the 178 
patients whose spinal fluid was examined. 
They urge annual x-rays of the heart and 
ECG as well as physical examination in the 


follow-up. Precordial pain, T-wave and 
ORS changes, and cardiac decompensation 
are important clues of cardiovascular involve- 
ment. They are an indication for hospitaliza- 
tion with adequate medical supervision in 
addition to anti-syphilis therapy. Bismuth 
even combined with arsenicals did not pre- 
vent further cardiovascular complications nor 
prolong life. Penicillin is the treatment of 
choice. Pretreatment with bismuth is not 
necessary. No fatal Herxheimer reactions 
occurred in this series. 

Although infantile congenital syphilis is 
decreasing, too many patients are allowed to 
pass unrecognized until the late stages. In 
a recent book Nabarro(3) has drawn on his 
experience with over 1,000 syphilitic children 
to describe the total picture of congenital 
syphilis including involvement of the nervous 
system. The differential diagnostic features 


should be kept in the forefront of memory. 
Early examination must be made of all the 
other members of a family when one member 
is found to have syphilis. 

Early congenital syphilis responds sero- 
logically like acquired syphilis: the first 3 
months correspond to the primary stage, the 
next 21 months, to the latent stage with in- 
creasing percents of seropositives. Smith, 
Gleeson, and Jenkins(4) found the optimum 
dose of penicillin to be 321,000 units per 
kilogram of body weight. Delayed action 
penicillin was very effective. All of the 56 
posttreatment spinal fluids examined were 
negative, even in patients whose blood had 
become sero-positive. 

Horne(5) hospitalized 23 congenital syph- 
ilitic patients with interstitial keratitis in 
order to administer large doses of cortisone, 
or preferably hydrocortisone, topically every 
1 to 2 hours day and night for the first 
several days. The patients were more com- 
fortable in a few hours and signs of inflam- 
mation began to clear in a few days, Even 
severe infiltration and vascularization were 
practically eliminated, but established scars 
and necrotic tissue were unaffected. He con- 
siders the eye change to be a purely hyper- 
sensitive reaction and gives penicillin only 
as treatment for the total condition. 

Hahn et al.(6) selected 141 patients with 
syphilitic optic atrophy whose pretreatment 
vision was better than 10/200, so that any 
further loss could be determined. All had 
clinical or CSF evidence of neurosyphilis but 
not acute meningitis. Following treatment 
they found, as have others, that when the 
original vision is better than 40%, progres- 
sion is at a lesser rate than when vision was 
poorer before treatment. No form of treat- 
ment seemed capable of completely arresting 
further progression in a high proportion of 
cases. Indeed they found no significant dif- 
ference whether treatment was with heavy 
metals, malaria or penicillin alone, or with 
malaria and penicillin combined. The CSF 
activity at the time treatment started did not 
affect the prognosis. 

A curious case of recurrent cutaneous and 
skeletal syphilitic lesions during 11 years of 
intensive treatments of all types is reported 
by Rajam and Rangiah(7). They suggest 
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that an abnormality of the patient’s tissues is 
responsible. 

Arentsen and Wilner(8) found no differ- 
ence in the effect of fever and of fever plus 
penicillin treatment of neurosyphilis in 194 
patients of whom two-thirds did not have 
severe psychiatric symptoms. When symp- 
toms had been present less than 3 months, 
clinical and social cure was effected in 75% ; 
whereas when symptoms had been present 
over 5 years, less than 20% were cured. The 
ability of either treatment to cure the spinal 
fluid abnormalities was not affected by the 
duration of symptoms before treatment. 

Autoradiographs by Ullberg(9) with S**, 
labelled benzyl penicillin, indicate that in 
normal brain and cord it is restricted by the 
bloodbrain barrier as are other penicillins. 

Guthie(10) reports that penicillin causes 
an average of 3 reactions per 1,000 patients. 
It causes one fatality per 100,000 in contrast 
to 1 per 9,000 from neoarsphenamine, and 1 
per 200 with arsenicals by intravenous drip. 
Among 16,000 patients penicillin caused 
urticaria in 88, anaphylactoid reactions in 4, 
and no deaths. The frequency of reactors 
increases with the duration of the therapy 
schedule from 2 to 3 per 1,000 for single 
sessions to 23 to 60 yer 1,000 in schedules 
lasting 2 weeks or more. Frequency of re- 
actors also increases with age, presumably in 
relation to increased penicillin experience, 
from 3 per 1,000 in the second decade to 18 
per 1,000 in the fourth decade. Anaphylactoid 
reactions are more apt to occur in persons 
previously sensitive to penicillin or with other 
allergies. Such patients should have a pre- 
liminary skin test and calcium gluconate and 
resusitant drugs should be kept at hand 
during treatment. Above all avoid intra- 
venous injection! Although benzyl amine 
penicillins cause more local soreness their 
advantage in single session, lower dose ad- 
ministration will make penicillin therapy less 
hazardous. 

Blom-Ides, Polano, and Heurmann(11) 
found Herxheimer reactions as frequent 
among 394 syphilitic patients treated with 
liml. bismuth followed by neoarsphenamine 
as in Farmer’s group who were treated with 
penicillin, In the primary stage of syphilis 
Herxheimer reactions were equally frequent 
in sero-negative and sero-positive patients 


but were significantly more frequent than in 
secondary syphilis. They support the view 
that the Herxheimer reaction depends on the 
action of endotoxins of killed spirochetes and 
allergy of the patient, the latter being the 
more important factor. 

Floden(12) in a more detailed report of 
albumin and globulin determinations in the 
spinal fluid of neurosyphilitics points out that 
the differences are not always clearly evident 
in individual cases and so the technique can- 
not be used for differential diagnosis. He too 
advocates the use of more than one spinal 
fluid examination in diagnosis. 

Work is now in progress(13) to establish 
International Reference Preparations of 
freeze-dried sera from syphilitics for com- 
parison of different serologic methods. Ref- 
erence preparations for the major compon- 
ents of cardiolipin antigens are already avail- 
able. 

When Rappaport and Stark(14) used 2 
units of complement instead of 1.5 in Kolmer 
tests of anticomplementary sera hemolysis 
occurred. They suggest that nonsyphilitic 
antigens bind the complement. 

Using positive and negative sera and re- 
peating the TPI test on the same sera and on 
different sera from the same individual, 
Sequeira and Wilkinson(15) found the re- 
producibility of the TPI test comparable to 
that of the STS tests. Among 1,868 pre- 
sumably negative patients only 4 gave posi- 
tive and 2 gave doubtful TPI reactions. In 
the absence of full epidemiological study 
syphilis could not be absolutely excluded in 
any of these. A negative STS and positive 
TPI can occur in latent syphilis for this pat- 
tern was found in 3 of 14 mothers of con- 
genitally syphilitic children. It can also occur 
in late active syphilis for it was found in one 
case of untreated syphilitic aortitis and 2 un- 
treated tabetics, one with CSF changes in- 
dicating active infection. 

The same authors(16) concluded that the 
nonspecific nature of a positive STS is 
strongly suggested when a negative TPI test 
is confirmed by repetition on a second speci- 
men, taken at least a month later, to rule out 
technical error and the possibility of a devel- 
oping early syphilis. In suspected latent syph- 
ilis only 10 of 1,126 sera examined were in 
the doubtful range. However, such doubtful 
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reactions among untreated patients make the 
occurrence of reversal of the TPI seem pos- 
sible though probably it is rare. They esti- 
mate false-positive STS at about 20% among 
blood donor and antenatal sera. They found 
false-positive STS in 10 of 20 cases of lupus 
erythematosus, 10 of 18 cases of leprosy and 
6 of 9 cases of hemolytic anemia. 

It has recently become possible to produce 
antigens for successful performance of trepo- 
nema pallidum agglutination (TPA) tests 
which are much simpler than the TPI test 
(17). The original technique of McLeod 
and Magnuson(18) has proved unreliable be- 
cause of autoagglutinations(19). Hardy and 
Nell(20) have used somewhat different tech- 
niques to produce a more reliable though still 
not perfect test(21). 

Vought, de Mello, and Locke(22) show 
that the 1944-46 outbreak of syphilis in New 
York was primarily the result of failure of 
control procedures. Early diagnosis and 
prompt treatment do not prevent transmis- 
sion of the disease before the patient is 
treated or in the absence of significant le- 
sions. A repetition of the sharp increase of 
1946 would increase the present steady state 
of 200 cases a year to 600 cases per year. 
The target for a minimum steady state should 
be much lower. A systematic effort must be 
made to locate population groups most at risk 
to determine what factors still hamper con- 
trol and to undertake intensive control pro- 
cedures. 

Routine serologic testing of unskilled labor 
groups is likely to disclose patients in need of 
treatment. Such tests will then prevent un- 
justified claims for disability. However, 
Downing(23) urges that decision as to em- 
ployability be in the hands of the physician, 
for those with a positive serologic test, but 
no medical defect, are employable. 

There is an abrupt increase of venereal 
disease at 15-19 years of age. A state-by-state 
comparison by Donahue, Gleeson, and Jen- 


kins(24) disclosed that such increases are 
directly proportional to the number of crimi- 
nal proceedings for federal offenses, illegiti- 
macy, fetal deaths among teen-age mothers, 
and lack of financial stability, and inversely 
proportional to the number of juveniles en- 
rolled in school. 
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ALCOHOLISM. GERIATRICS 
KARL M. BOWMAN, M.D., San Francisco, Cauir. 


ALCOHOLISM 


Greenberg points out that the average con- 
tent of American beer is 3.7% by weight; 


and that the amount of alcohol necessary to 
produce intoxication is equivalent to 80 
ounces (24 quarts) of beer containing this 
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percentage of alcohol. The ordinary person 
cannot drink at one time 3 quarts of beer or 
other fluid “since the capacity of the stomach 
is about two quarts.” He therefore concluded 
that beer is not an intoxicating beverage, and 
the problem of alcoholism could be solved 
by restricting drinking to beverages of not 
more than 3.7% alcoholic content by weight. 
He agrees that alcoholics should not drink 
beer because the taking of even a small 
amount of alcohol may start the individual 
on another drinking bout. Professor Green- 
berg’s claims are critically evaluated by 4 
other well-qualified discussants (Quart. J. 
Stud, on Alcohol, June 1955). Tiebout states 
that to most beer drinkers this conclusion “is 
simple nonsense,” and whatever the scientific 
definition may be, they know 

... they get drunk, using their definition. They 
look a little incredulous when informed that ac- 
cording to scientific tests they cannot become in- 


toxicated; they are even somewhat suspicious that 
they are being hoaxed. 


The WHO Technical Report Series, No. 
94, Alcohol and Alcoholism, appearing in 
June 1955, points out that the public health 
authorities in many countries consider prob- 


lems of alcohol entirely economic. Many 
medical aspects have to be clarified, in order 
to show that “alcoholism as a behavior is 
per se a medical disorder,” with contributory 
socio-economic factors, as in most or all 
public health problems. The position of alco- 
hol in relation to drug addiction is put “inter- 
mediate between an addiction-producing and 
a habit-forming drug.” 

The controversy over Williams’(10) ge- 
netotrophic and nutritional theory for alco- 
holism continues. Mardones et al.(7) further 
extended the Lester and Greenberg study 
wherein rats given a free choice of water and 
ethyl alcohol solution (10% by vol.) signifi- 
cantly reduced their voluntary alcohol intake 
if additionally offered a sucrose or saccharin 
solution or a fat emulsion. Some new signifi- 
cant findings were ; that a dietary supplement 
of dried liver decreased the alcohol intake 
in most of the animals ; and that a third fluid 
choice of either a sucrose or dextrose solu- 
tion did so in all animals; whereas a third 
fluid choice of a pure vitamin B solution, for 
which rats show a clear preference, failed 
to do so. Williams and co-workers credit 3 


earlier studies by Mardones et al. with first 
establishing that dietary deficiency increases 
voluntary alcohol consumption by rats, and 
indicating that some unidentified vitamin(s) 
can decrease this appetite. Williams and his 
group reiterate that a reduced intake of vari- 
ous vitamins will cause some rats to drink 
large amounts of 10% alcohol solution, and 
that administration of appropriate vitamins 
will markedly reduce this consumption. They 
object in part to the Lester and Greenberg 
study, but accept as “an important contribu- 
tion” the finding of a decreased alcohol con- 
sumption by rats offered a third choice of 
sugar solution. They claim from their own 
studies that deficient diets increase sugar 
consumption as well as alcohol consumption. 
Though granting the difficulty of applying 
these data to human beings, they believe 


. . . that a broad principle is involved in all cases: 
Adequate nutrition enhances the “wisdom of the 
body” with respect to food selection, and inadequate 
nutrition impairs, probably by affecting the hypo- 
thalamus, the food selection mechanisms. 


Williams thus clings to his original ideas. 

Other aspects of this matter are well 
covered in a 42-page section, on the present 
status of knowledge and research in alcohol- 
ism, in the September 1955 Quarterly 
Journal of Studies on Alcohol, by Hoff, 
Quastel, Post, Blackburn, Bacon, and Die- 
thelm. From the mass of material, already 
condensed and summarized, only 2 or 3 
points can be given. Quastel reports that 
narcotics may be divided into 2 main groups, 
whose mechanisms of action differ widely. 
Alcohol is placed in the first group, with the 
barbiturates, chloral, chloroform, and ether ; 
in the second group belong alkaloids such as 
morphine, heroin, and narcotics with quater- 
nary nitrogen structures. The inhibitory ef- 
fects produced by alcohol in the brain tissue 
and the oxidation of alcohol in the body are 
discussed. Quastel explains that the brain car- 
ries out the first step in the oxidation of 
alcohol to acetaldehyde, but the liver and 
kidneys do most of the breaking down of 
acetaldehyde to acetic acid. Disulfiram in some 
way as yet unknown inhibits the oxidation of 
acetaldehyde. Therefore, in patients taking 
disulfiram, the liver and kidneys cannot finish 
the oxidation of alcohol begun by the brain, 
and the concentration of acetaldehyde in- 
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creases in the blood and brain, with 2 harm- 
ful results: the acetaldehyde manifests a 
narcotic action, and it interferes with the 
normal working of nerve cells. It is also ob- 
served that the induction of thiamin defi- 
ciency in experimental dogs very greatly in- 
creases the toxicity of alcohol, which can in 
turn be neutralized by administration of thia- 
min. Cuastel thus explains the importance 
of ample quantities of such vitamins as 
thiamin and nicotinic acid in the diet, so es- 
sential for normal oxidative processes in the 
centrai nervous system. The vitamin supply 
is important, to remove alcohol from the body 
and suppress toxicities; likewise the im- 
portance of an adequate protein diet is empha- 
sized, because lack of protein exaggerates 
the effects of alcohol. Although granting this 
importance, Quastel points out that nutri- 
tional deficiencies do not cause alcoholism. 

Diethelm discusses the various types of 
alcoholic psychoses and some of the research 
problems connected with them. 

From extensive studies of familial and 
personal backgrounds of 50 American and 
50 Swiss chronic alcoholics, M. Bleuler(3) 
found a close relationship between the ge- 
netics of alcoholism and that of abnormal 
personality (psychopathic and neurotic) de- 
velopment ; and some endocrinologic disturb- 
ance, usually causally related to alcoholism, 
in about a quarter of the cases. Alcoholic 
deterioration was much more rare in the 
American than in the Swiss group. 

Since the tranquilizing and antiemetic ef- 
fects of chlorpromazine have led to its wide 
use in acute alcoholic and postalcoholic states, 
Fazekas and co-workers(4) investigated the 
effects of the combined drugs on cerebral 
dynamics and metabolism: separately or in 
combination, the 2 drugs did not produce 
significant changes in cerebral blood flow or 
oxygen consumption, clinically the depressive 
characteristics of each drug were independent 
rather than synergistic or additive, and their 
combined total effect only slightly exceeded 
that of either drug alone. The authors con- 
sider that because dangerous depressions 
contraindicate the use of chlorpromazine, a 
hazardous combination is unlikely. 

An offspring of Alcoholics Anonymous has 
been organized to help the families of alco- 
holics in their adjustment to the patient’s 
problems and treatment. 


Numerous state programs report success- 
ful operation. The 1955 California legisla- 
ture approved $50,000 each for clinic treat- 
ment of alcoholics in the 2 largest cities ; an 
epidemiologic survey of alcoholism by the 
state public health department was author- 
ized ; and $25,000 was allotted for special re- 
search projects. One result of the Kansas 
program in its 3-year operation has been the 
admission (limited in some instances) of 
alcoholics to 69 of 105 general hospitals. 

A direct survey of alcoholism in a city 
in Chile(6), based on frequency of drunken- 
ness, habitual drinking before breakfast, and 
frequency and length of sprees, showed a 
higher prevalence than did the estimate by 
Jellinek’s formula, calculated upon numbers 
of deaths from alcoholic cirrhosis of the 
liver. Popham’s(8) survey found a steady 
increase in the number of Canadian users of 
alcohol for the period 1943-52, with ap- 
parently more willingness in Canada than in 
the United States to admit the use of alcohol. 
A detailed study of the applicability of the 
Jellinek formula to Canadian data is under- 
way. 

Barnett’s(1) study of cultural influences 
of alcoholism shows relatively little drunken- 
ness in New York Chinatown, despite the 
widespread use of alcoholic beverages ; nor 
did the loosening of family controls in the 
younger generation affect these Cantonese 
attitudes toward alcoholism. Snyder’s(9) 
studies of drinking in Jewish culture, how- 
ever, though supporting the traditional rela- 
tion of sobriety with religious orthodoxy, 
show that factors causing the rejection of 
orthodoxy lead to new modes of drinking, 
with more instances of intoxication. In his 
study of the Northwest Coast Indians, 
Lemert(5) found no guilt associated with 
drinking. Several studies are now underway 
on the effects of the legalized sale of alcohol 
to Canadian Indians. 
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GERIATRICS 


The pressing needs of psychiatric care for 
the aged and the importance of research are 
re-emphasized in the literature of the past 
year. 

Several studies concern the use of electro- 
encephalography as a diagnostic aid to better 
management of senescents. As part of a long- 
range geriatric study in a California state 
hospital, Sheridan and co-workers(g) report 
on 347 EEG records taken on 147 elderly 
patients over a 2-year period. Frequent, 
varied changes were the rule. Apparently 
the presence of paroxysmal dysrhythmia in 
those over age 55 indicates a certain degree 
of cortical intactness in contrast to those 
who have slow random activity. Normal 
faster ( 10-12-per-second ) rather than slower 
(8-9-per-second ) alpha activity is more likely 
to be associated with a good prognosis. To 
be of value in diagnoses of senile and arterio- 
sclerotic brain diseases, the organization of 
the records, the characteristics of slow waves, 
and the location of foci and changes in the 
course of serial recordings must all be con- 
sidered. Obrist and Bissell(8) found a cor- 
relation, not necessarily causal, between 
cardiovascular disease and slowing of the 
alpha rhythm and appearance of delta wave 
activity in the EEG’s of 60 men, aged 66 to 
g1; further work is needed to determine the 
exact interrelationships of these phenomena 
with cerebral blood flow and metabolism. 

Numerous clinical reports concern the use 
of reserpine and chlorpromazine in geriatric 
treatment. In one series of 48 psychiatric 
patients aged 64 to 92, all with prominent 
symptoms, remissions lasting more than 6 
months were seen in 40 after use of reserpine. 
Results were especially good in so-called 
senile psychoses. Bleuler and Stoll(3) recom- 
mend chlorpromazine in quieting very fear- 
ful, irritable elderly psychotics. Galioni(5) 
recently warned that use of chlorpromazine 


may mask critical organic symptoms, such as 
bronchopneumonia in elderly patients. 

In a study by Talley(11) of 11 aged pa- 
tients, administration of heparin failed to 
increase cerebral blood flow or cerebral 
metabolism. Friedman’s review of the litera- 
ture on atherosclerosis(4) concludes that 
multiple factors account for the pathogenesis, 
and patients as a group have a slightly ele- 
vated plasma cholesterol. 

A study by Merlis(7) of 250 institutional- 
ized epileptics above age 55 with psychiatric 
disorders shows that the majority of those 
with convulsive disorders tend to improve 
with age. 

Oral metrazol is again recommended as 
a restorative in the senile psychoses by 
several investigators and found to be without 
benefits by others. 

Batchelor(1) warns that at least 80% of 
those who try suicide in old age suffer from 
depression, and at least 12%. will succeed in 
a new attempt within 2 years ; that in Britain 
the highest suicide rate occurs in men over 
age 65; and that treatment of depression in 
older persons is as successful as in younger 
persons. 

Two papers characterizing elderly persons 
as a third sex or “neutral gender” claim that 
an essentially castrate population of age 60 
and over now exists. They advocate both 
early preventive and replacement therapy 
and state that treatment of both sexes by sex 
hormones has no harmful effects ; overtreat- 
ment is claimed to be almost impossible. It 
is curious that none of these writers discuss 
the question of sexual activity, which certain 
other therapists consider important. Meerloo 
(6) feels that the study of “sexual problems 
in the old-aged has only just begun,” and 
this group needs sex education just as does 
the adolescent group. Wilson(12) would lift 
the “taboo on romance for the aged,” be- 
cause they “are capable of love and interest 
in other people.” 

In the July 1955 issue of the Journal of 
the American Gerontological Society, devoted 
entirely to psychiatric problems, Ginzberg’s 
article points out that psychoses beginning in 
old age are predominantly organic, with diffi- 
culties in verbalization and impaired per- 
ceptual abilities ; but behavior is still moti- 
vated, and the psycho-environmental method 


3 
ve 


1956] 


REVIEW OF PSYCHIATRIC PROGRESS I955 


541 


called attitude therapy can often be done on 
an outpatient basis. 

Bayley and Oden(2) report on 1,103 
adults tested 12 years apart; 768 have been 
followed since their selection in 1921-23 as 
part of the Terman study of intellectually 
gifted children, and the other 355 are their 
spouses. Results show that the type of in- 
telligence tested by the Concept Mastery scale 
(speed was not measured) continues to in- 
crease at least through age 50. The authors 
recommend similar investigations of intel- 
lectual changes after age 50. 

Several papers describe revised pension 
plans and retraining of older persons. One 
large-scale study showed the older salesmen 
to be more competent than the younger ones. 
New training methods have been effective 
with older craftsmen. An extensive survey of 
large firms indicates a trend toward more 
flexible retirement policies. According to a 
study of census reports (1890-1950), men 
over age 65 were to some extent overrepre- 
sented at the top, but most of them were at 
the bottom—in vocations on the wane, in 
small businesses and in low-paid jobs. 

The number of persons above 65 is now 


increasing at the rate of 1,000 a day. Their 
distribution varies, with 8 states, headed by 
California and Florida, getting the largest 
increase. 


Shinfuku(10) points up differences in 
geriatric disorders in the United States and 
Japan. The incidence of psychoses is highest 
in the Japanese in ages 50 to 55; thereafter 
the rates, reduced by half in ages 60 to 65, 
continue to decline. The United States trend 
is exactly the reverse. Shinfuku explains 
the much lower Japanese rate by the fact that 
families usually care for their elderly men- 
tally ill; that the patriarchal cultural pattern 
helps to integrate the aged into the social 
group ; and that the religious view of aging 
and death is calmer than in Occidental 
countries. 
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EPILEPSY 
BERNARD A. BERMAN, M.D., Boston, Mass. 


For epilepsy, in particular, notable achieve- 
ments in treatment and diagnosis are nulli- 
fied by traditional attitudes of segments of 
our society which still equate this ailment 
with lunacy or mental retardation. This is 
emphasized when we examine restrictions of 
the epileptic in the exercise of his civil rights, 
significantly in the spheres of marriage, 
sterilization, immigration, employment and 
operation of a motor vehicle. Eighteen states 
prohibit marriage and many legalize steriliza- 
tion. The American Medical Association (1) 
recently introduced a resolution urging its 
component members to support state legisla- 
tion designed to counteract the medically un- 
realistic and socially discriminatory attitudes 


which enhance the legal separation of this 
group. 

Medical and surgical measures constitute 
only one phase of effective therapy. The con- 
comitant disturbed emotions and social mal- 
adjustments, equally important and difficult 
to cure, are frequently minimized or over- 
looked. Barrabee(2) investigated the nature 
of social adjustment of 60 adult epileptic pa- 
tients, of whom 38% had almost complete 
control of seizures. Using the Barrabee- 
Finesinger Social Adjustment Scale she 
noted that more than 50% had poor adjust- 
ment in one or more areas—employment, 
family life, community relationships. Anx- 
ieties expressed as fear of seizures, inferiority 


| 
| 
a 
~ 
= 


» 


542 REVIEW OF PSYCHIATRIC PROGRESS 1955 


feelings and rejection were numerous among 
all patients. 

Neurosurgery for local areas of pathology 
is better understood and defined in the adult 
population. In childhood and infancy focal 
manifestations may be transient or shifting. 
Two recent papers have crystallized our 
thinking on focal abnormalities and indica- 
tions for surgery in childhood epilepsy. The 
Gibbses(3) observed that the characteristic 
electrographic foci in the very young tend to 
lie in the occipital lobe, whereas older child- 
ren are more apt to have foci in the mid- 
temporal lobe. Follow-up studies were un- 
dertaken to determine what happens to these 
foci as the child grows older. With matura- 
tion the foci may remain fixed but more 
likely will (1) disappear, (2) shift anteriorly, 
(3) evolve into 14- and 6-per-second posi- 
tive spikes. As the focus shifts the clinical 
seizure encountered is usually altered to con- 
form to the symptomatology associated with 
the discharging area. “Unless a tumor, 
abscess, depressed fracture or other lesion 
which requires surgery is present, a neuro- 
surgical attack on occipital and mid-temporal 
foci in children is contraindicated.” French 
and his associates(4), using as chief criteria 
hemiparesis since early infancy and seizures 
failing to respond to adequate trials on stand- 
ard anticonvulsants for a number of years, 
treated 9 such patients with hemispherectomy. 
Eight were completely relieved of seizures 
for from 6 to 57 months. In the late post- 
operative state no significant further objective 
evidence of neurological deficits was noted 
and most were reported to be better adjusted, 
more readily manageable, and scored some- 
what better in psychometric examination. 
Matson(5) in his selection of cases includes 
2 other criteria: (1) progressive mental de- 
terioration, and (2), severe behavior and 
personality disorders. He emphasizes the 
necessity of determining the status of the 
“undamaged” hemisphere before subjecting 
the patient to operation. Without a relatively 
normal hemisphere results tend to be poor. 

There has been continued progress in the 
understanding of function, normal and ab- 
normal, of the temporal lobe. Clinical cor- 
relates of temporal lobe epilepsy have been 
more clearly defined and amplified, especially 
in the adult. Feindel and Penfield(6) discuss 


a series of 155 patients who underwent oper- 
ation for temporal lobe epilepsy. Seventy- 
eight percent had seizures characterized by 
behavior automatism—confusion, unrespon- 
siveness, masticatory movements and inap- 
propriate but complex behavior with amnesia 
for the latter. Apparently the area chiefly 
responsible for initiation of behavior auto- 
matism is the periamygdaloid region which 
is remarkably susceptible to trauma by ten- 
torial herniation. This supports one concept 
(7) that incisural sclerosis induced by ten- 
torial herniation at birth might be responsible 
for temporal lobe seizures occurring later in 
life. 

Gibbs and Low(8) point out that a number 

of affective disorders occurring especially in 
adolescents and young adults, including be- 
havior aberration, paroxysmal episodes of 
autonomic dysfunction—dizziness, abdomi- 
nal pain, headaches, etc.—are frequently ac- 
companied electrographically by 14- and 
6-per-second positive spikes. They feel that 
the seat of discharge is the thalamus or the 
hypothalamus and suggest the term thalamic 
or hypothalamic epilepsy. 
So also, recurring abdominal pains in children and 
certain behavior disorders can be diagnosed with 
the help of the electroencephalogram as belonging 
to this type of epilepsy and can often be controlled 
with anticonvulsant medication, thus, obviating long 
term psychiatric treatment. 


Our understanding of the significance of 14- 
and 6-per-second positive spikes will be en- 
hanced by the many groups currently investi- 
gating the clinical correlates and site of 
origin. 

The diagnosis of autonomic epilepsy with 
features of recurrent abdominal pain, ab- 
normal electroencephalogram and improve- 
ment with anticonvulsant medication has 
been documented. Millichap, Lombroso, and 
Lennox(g) diagnosed autonomic epilepsy in 
33 children with cyclic vomiting. Evidence 
that the disorder arises primarily in the brain 
and not in other viscera was furnished by a 
positive family history of epilepsy or related 
disorder, abnormal electroencephalogram, a 
history of objective evidence of acquired 
brain damage, and the therapeutic test of im- 
provement on anticonvulsant preparations. 

In the past, unexplained and unprovoked 
epilepsy in the middle or late age groups has 
suggested a diagnosis of brain tumor until 
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proved otherwise. Dodge and others(10) 
present evidence that when epilepsy occurs 
in this age group without antecedent infection 
or trauma, cerebrovascular disease involving 
cortical levels must be considered as import- 
ant a cause as tumor. 

Drug therapy quite logically commands 
considerable attention in the literature(11, 
12). Phelantin(13), a capsule combining 
100 mg. of Dilantin, 30 mg. of phenobarbital, 
and 2.5 mg. of desoxyephedrine, was ad- 
ministered to 95 epileptic patients. The pre- 
paration is most effective for grand mal con- 
vulsions, less so for minor seizures. More 
than one-half the patients enjoyed complete 
control of attacks with a dosage range of from 
I to 5 capsules per day. Analysis of case 
records indicates that its effectiveness is due 
to the addition of desoxyephedrine which 
allows more phenobarbital to be taken with- 
out sedation. 

The clinical effectiveness of a potent anti- 
convulsive preparation, Mysoline, is dis- 
cussed in several reports(14, 15). Grand 
mal convulsions, psychomotor automatisms 
and focal motor convulsive disorders respond 
most readily to this drug. Unpleasant side 
effects which might result in prematurely 
withdrawing the drug can be minimized if 
small initial doses (e.g. 4 of a tablet at bed- 
time) are offered. According to Scholl(16), 
its benefit can be increased when combined 
with other standard anticonvulsants. 

Irregular results were obtained when Zim- 
merman(17) in a preliminary report added 
reserpine to pre-existent anticonvulsants. 
Some degree of benefit was recorded in indi- 
vidual cases but not one patient enjoyed com- 
plete control of seizures. 

Pyridoxine (vitamin B,) deficiency in in- 
fants as a cause of convulsions has been well 
documented(18) and effective control of 
seizures in these patients was obtained by 
adding pyridoxine. Livingston( 19) observed 
that pyridoxine was unable to suppress 
seizures in 31 epileptic children with no evi- 
dence of vitamin B, deficiency. 

Current therapy of petit mal has been 
simplified by the number of available drugs 
varying in their degree of effectiveness and 
side effects (e.g. Tridione may cause depres- 
sion of formed elements of the bone mar- 


row). Initially the physician can prescribe 
any one or a combination of 4 relatively non- 
toxic preparations, Milontin(20), Diamox 
(21), Dexedrine(22), and Benzedrine(22). 
If these are without success, then Tridione 
(22), the most potent agent for treatment of 
petit mal or its homologue, Paradione, can 
be administered. 

PM-396(23) an experimental succinimide 
preparation was furnished to 28 epileptic chil- 
dren. Follow-up studies 10 months later sug- 
gest that the drug might be of benefit in 
psychomotor epilepsy. Comprehensive data 
will be available at a later date. 
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MENTAL HEALTH IN EDUCATION 
W. CARSON RYAN, Pu. D., Cuarer Hut, N. C. 


An important field of mental health ac- 
tivity is represented by efforts to change the 
climate of schools, the attitude of teachers, 
and program activities, so that they will con- 
tribute to the emotional well-being of the 
pupils, according to a recent United States 
Public Health Service Report(1). The re- 
port describes several mental health projects 
in schools, with some attempt to evaluate 
their effectiveness: The Forest Hill Project 
in a suburb of Toronto—a 5-year project 
which has involved teacher-training, clinic 
team resources for disturbed children, a par- 
ent-teacher program, and a special type of 
“human relations classes” in selected grades 
of the school; the “Three Schools Project” 
in New York City, designed to evaluate the 
effects of intensive social and psychiatric 
service in the school setting; and the Oje- 
mann Iowa plan for educating elementary 
and secondary pupils in human relations and 
mental health through revision of the cur- 
ricula, 

Indicative of the interest on the part of 
educational leaders in mental health is the 
fact that one of the two 1955 yearbooks of 
the National Society for the Study of Educa- 
tion was devoted to “Mental Health in 
Modern Education”(2). In his introduction 
to the yearbook, Prof, Paul Witty, chairman 
of the committee in charge, stressed the re- 
sponsibility of the school, together with the 
home and the community, in preventing and 
alleviating personality disorder and emo- 
tional conflict. 


Mental health is a crucial need of teachers [he said). 
Surveys have suggested that the incidence of emo- 
tional instability is as high among teachers as in 
other occupational groups, Moreover, studies have 
revealed that the frequency of personality disorder 
is very high among children in the classes of un- 
stable teachers. 


The yearbook authors discuss the role of 
the teacher, mental health and the learning 
process, cooperation of home and school for 
mental health, mental health problems of dif- 
ferent age groups—nursery school, elemen- 
tary school, and adolescence. The yearbook 
concludes with the statement that activity 
for mental health on the part of teachers, 
supervisors, administrators, and others con- 
cerned with the schools 

. will lead not only to more efficient teaching and 
learning in our schools but may assist also in the 
emergence of a generation of more secure and 
stable adults who will be able to cope more success- 
fully than the present generation has with problems 


of human relationships—at home and throughout 
the world. 


Similar concern for human relations is 
emphasized in the 1955 Yearbook of the 
American Association of School Administra- 
tors—“Staff Relations in School Admin- 
istration.” While mental health is not spe- 
cifically mentioned in the report, the emphasis 
throughout is on good personal relations and 
concepts of mental health—‘the need for 
belonging,” “the need for security,” and re- 
gard for the individual(3). Moreover, group- 
ing children in school by other than the con- 
ventional first-grade, second-grade, third- 
grade plan has been receiving attention lately 
as “an administrative contribution to mental 
health.” A report on such plans this past 
year seems to show that the “ungraded pri- 
mary class,” as it is called, not only helps 
children’s mental health—“since non-promo- 
tion is devastating to the personality of chil- 
dren”—but even decreases, for a consider- 
able number of children, the time necessary 
for going through what are traditionally 
thought of as “the first three grades” (4). 

Work of the Bureau of Child Guidance of 
New York City, one of the pioneer organiza- 
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tions in the mental health field, was subjected 
to a thoroughgoing survey this past year. The 
Bureau was established in 1931 “to further 
the mental health of children of school age.” 
The survey just completed grew out of ques- 
tions arising during the Bureau’s near-quar- 
ter-century of operation as to the functions 
of such a bureau and its leadership in a city 
with over 900,000 children in its schools and 
a staff of 35,000 teachers and principals. The 
recommendations of the survey contemplate 
that the Bureau will be composed of a clinic 
service and 2 school services—a social work 
and psychological service and a psychiatric 
service. Separation of the clinic service from 
the two “‘school services” is in recognition of 
the distinction made by the survey group be- 
tween a “psychiatric service for children” 
and “other types of service performed by 
clinically trained personnel for children in the 
schools.” All 3 services will be staffed by 
psychiatrists, social workers, and psycholo- 
gists, “but each has distinctive functions to 
perform, deals with a distinctive group of 
problems, and so appropriately has its own 
distinctive characteristics” (5). 

With the publication of Dr. Taba’s mono- 
graph on School Culture, the American 
Council on Education concludes its series of 
publications based on the experience of the 
Project in Intergroup Education(6). This 
project, made possible by funds from the 
National Conference of Christians and Jews, 
was designed to 


. develop new materials, new approaches, new 
techniques, and new ways of mobilizing school and 
community resources for improving human relations 
and fostering intergroup understanding. 


Of special interest in this final report is the 
account of an experiment in changing school 
atmosphere. This and a previous publication 
—With Perspective on Human Relations— 
deal with the life of a classroom, its “cli- 
mate,” participation in school life, the phe- 
nomena of leadership, and the patterns of 
belonging and exclusion in school activities. 


The year has been unusually rich in pub- 
lished materials on mental health and educa- 
tion. Two small books on child development 
and behavior by James L. Hymes, designed 
to be forerunners in a new type of inexpen- 
sive professional books for teachers, repre- 
the kind of understanding of children that is 
sent an effort to equip school personnel with 
essential for good mental health(7). Robert 
Bush’s book on teacher-pupil relationships is 
a contribution to action research that should 
be distinctly helpful(8). Bettelheim’s ac- 
count of the rehabilitation process under- 
taken with four children through the Sonia 
Shankman Orthogenic School of the Uni- 
versity of Chicago shows how emotionally 
disturbed children can be helped in a special 
kind of institutional setting(9). Barbara 
Biber’s “Schooling as an influence in De- 
veloping Healthy Personality” is a significant 
section in Community Programs for Men- 
tal Health, a recent Commonwealth Fund 
book(10). 
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INDUSTRIAL PSYCHIATRY 


RALPH T. COLLINS, M.D., Rocuesrer, N. Y.. ano MARVIN A. KLEMES, M.D., 
Beverty Cauir.* 


Introduction.—A prominent industrialist 
(1) recently questioned : 
How many plants are utilizing the benefits of psy- 
chiatry in the promotion of employee health? How 
much more can be made of the psychiatric tool in 
sharpening our supervisory skills and in improving 
our employee relations? Clearly our task here is to 
narrow the gap between what we do and what we 
could do. 


Similarly, the president of a national medical 
association(2) stated: 
The medical aspects of human relations and execu- 
tive developments are among the major concerns 
of management. 
Current work in the area of industrial psy- 
chiatry extends over a wide range of activi- 
ties(3, 4, 5), from more traditional individual 
psychotherapeutic methods and rehabilitation 
procedures to preventive training, develop- 
ment programs, and teaching ; research, too, 
plays an important role. Ling’s recent book 
(6) adequately reviews these activities. 
Clinical Methods.—Psychotherapy may be 
indicated for an employee at any level of the 
industrial hierarchy, Braceland emphasizes 
the particular importance of dealing with the 
executive level(7). It is apparent that a 
minor personality problem in someone gh 
in an organization can cause many more dif- 
ficulties than more severe emotional disturb- 
ances in individuals of lesser rank. There 
are papers dealing with the application of 
psychotherapy for 3 of industry’s most 
pressing problems—alcoholism(8), accident 
proneness(9), and absenteeism(10). Tureen 
(11) describes his work under the aegis of 
a union health clinic. Vocational rehabilita- 
tion of the emotionally disturbed and men- 
tally ill is dealt with by Fentuck(12) and 
Peffer(13). Gordon of DuPont relates how 
the industrial psychiatrist and others can help 
the employee face the realities of the job(5). 
Preventive Methods.—The psychiatrist in- 
terested in industry(4, 14, 15, 16) usually 
finds that his activities gradually shade into 
work which is, strictly speaking, less clinical. 
He begins to make more contacts with his 
* Appreciation is due the other members of the 


Committee on Industrial Psychiatry, American 
Psychiatric Association. 


employee-patients’ supervisors. He finds him- 
self dealing more informally with executives 
at all levels, as well as with representatives 
of personnel and industrial relations depart- 
ments, employee counsellors, and with in- 
dustrial physicians and nurses. Gradually he 
engages in counselling and in educational and 
training procedures as an adviser. His activi- 
ties, therefore, embrace direct therapy, train- 
ing, education, and prevention as well. Some 
aspects of the work of Collins at Eastman 
Kodak Company and Woodward at Ameri- 
can Cyanamid Company along these lines is 
reported by Levinson(17). Poindexter(15) 
sees the company as the patient and deals 
with the psychiatrist as part of a “team.” 
Laughlin(18) continues to conduct seminars 
with top-level executives on human relations, 
the goal of which is to improve human rela- 
tionships through increasing insights. Klemes 
et al,(19, 20, 21) stress setting up various 
“human relations” programs which are aimed 
at increasing the personal effectiveness of 
individuals involved, Participation of mem- 
bers of training groups is emphasized. How- 
ever, this training is different from group 
psychotherapy although some of the princi- 
ples and techniques of the latter are utilized 
with appropriate modifications. The Insti- 
tute of Industrial Relations and University 
Extension, University of California, has 
utilized psychiatrists in many of the Human 
Relations Institutes they have jointly spon- 
sored, including those for various industries, 
United Steel Workers’ of America, the Cali- 
fornia State Department of Mental Hygiene, 
the Department of Corrections, and the Cali- 
fornia Youth Authority. 

Labor unions are giving more attention 
and thought to mental health. In an address 
before the Massachusetts Committee for the 
Rehabilitation of the Emotionally Handi- 
capped, Mr. James F. Gardner, assistant to 
the director of education of the Massachu- 
setts Federation of Labor, pointed out the 
following (22) : 

The convolutions of human emotions in industry 


are receiving studied attention from many sources. 
Extant evidence promises much for the future of 
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industrial psychology. Labor must not be unwilling 
to accept new methods and techniques. But on the 
other hand, our community brothers and sisters 
must recognize the fact that industry has not been 
standing still these past forty years. There are 
leaders in labor and management who are highly 
sophisticated and highly successful in their manipu- 
lations of man and his emotions. Many so-called 
psychiatric principles have been practiced under 
other labels with great success. In dealing with the 
essential commodity of manpower, those who have 
spent a lifetime in industry are exhibiting a knowl- 
edge of man and his emotions that warrants a 
healthy respect. 


Mr. Leo Perlis(23), national director, 
C.1.0. Community Service Committee, 
states : 

But one idea we must always keep in mind: The 
end product of emotional health—in industry or 
elsewhere—is emotional health. Productivity for 
business and industry may be one of its by-products, 
but to establish productivity as the ultimate goal 
will only frustrate our efforts to improve the mental 
well-being of workers. 


Teaching is done in a variety of settings. 
Felton(24, 25) describes the introduction of 
industrial medicine to a medical school cur- 
riculum with appropriate attention to psy- 
chiatric matters. Concomitantly he describes 
the redesigning of the health service of the 
university hospital to render preventive medi- 
cal service to both students and employees. 
The program at the New York State School 
of Industrial and Labor Relations at Cornell 
University where Fellowships in industrial 
psychiatry have been established is described 
along with an explanation of the unique op- 
portunity the industrial psychiatrist has to 
contribute to the development of social and 
preventive psychiatry(26). Ross continues 
his work at the University of Cincinnati 
which combines the teaching of industrial 
physicians with consultative psychiatric serv- 
ices to Cincinnati industries. 

At the most recent meetings of the Indus- 
trial Medical Association in Buffalo, New 
York, in April 1955, a dramatized presenta- 
tion depicting the place of both psychiatry 
and psychiatrists in industry was well at- 
tended and widely discussed by personnel in 
the industrial health field. 

Research.—A 20-year study of 35,000 ac- 
cidents led Schulzinger(27) to challenge the 
concept of “accident proneness.” He intro- 
duced a newer concept which he called the 
“accident syndrome.” In this he described 


various factors, especially emotional stress, 
which produced this entity. The Menninger 
Foundation announced the completion of a 
2-year survey of the field of industrial psy- 
chiatry throughout the United States, and the 
establishment of a Department of Industrial 
Mental Health through a Rockefeller Grant. 

Activities Abroad.—In England, Unilever 
has set up a program of treating psycho- 
somatic disturbances. At Tavistock Institute 
research has been done on industrial acci- 
dents and on the sociological aspects of in- 
dustrial units to learn how in their function- 
ing disturbances within the units may occur. 
At the Maudsley Hospital research was car- 
ried out on unemployed workers suffering 
from psychiatric disabilities(28, 29). Studies 
have been continued on work training for 
mental defectives (30, 31, 32, 33, 34, 35), and 
research has been extended to the field of 
vocational rehabilitation of chronic schizo- 
phrenics and other psychotic patients( 36, 37, 
38). Occupational therapy has been used as 
a stepping stone in rehabilitation rather than 
for recreation. 

In Holland, Butler(39) was making a 
“sociatric” study of the operations of the ad- 
ministrative group. An attempt was made to 
determine the incidence of (1), neurosis in 
an industrial plant, and (2) unadaptability 
to specific tasks. 

From Sweden, Mindus(40) reports a 
“rapidly increasing number of industrial psy- 
chiatrists taking part in the training of man- 
agement at the higher levels.” He speaks, too, 
of increasing cooperation between industrial 
psychiatrists and people involved in human 
engineering problems. He notes the fact that 
“the hospital authorities have found the time 
ripe for the training of medical superintend- 
ents in management problems.” The Swedish 
Employers’ Confederation has financed an 
elaborate project (directed by both manage- 
ment and labor) for counselling personnel 
departments and holding institutes for them. 
It has also financed a large accident-preven- 
tion study. 

Appointments.—During the year Dr. 
Frederick Dershimer, one of the pioneers in 
industrial psychiatry, retired from E. I. 
duPont du Nemours, Inc. Dr. Dershimer, 
who was director of psychiatry, has been suc- 
ceeded by Dr. Gerald Gordon. Dr. Edgar 
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Bostian, a psychiatrist, was appointed to the 
medical staff of the General Electric Com- 
pany, Evandale, Ohio. Likewise, Dr. Richard 
C. Proctor began his work with the medical 
department of the Hanes Hosiery Company, 
Winston-Salem, North Carolina. Dr. Erland 
Mindus, industrial psychiatrist of Stockholm, 
Sweden, was appointed medical director of 
Sandvikens Jernverks Aktiebolag. 
Meetings.—At the International Congress 
of Mental Health in Toronto, Canada, in 
August 1954 there was a very active and 
worthwhile section on Industrial Mental 
Health. The Committee on Industrial Psy- 
chiatry, American Psychiatric Association, 
held a round-table dinner meeting at the an- 
nual A.P.A. convention in Atlantic City, 
in May 1955, on the topic “Returning the 
Psychotic Patient to Work.” A conference 
on Industrial Mental Health was held at 
Cornell University, on November 15 and 16, 
1955, under the auspices of the New York 
State School of Industrial and Labor Rela- 
tions. Fifteen top management representa- 
tives and 15 industrial medical directors met 
in small workshops with 5 industrial psy- 
chiatrists, acting as resource persons. This 
meeting was a direct outgrowth of the Lake 
Logan Conference(41) held in North Caro- 
lina in May 1955, at which these same busi- 
ness and medical representatives spent 2 days 
discussing areas of mutual interest. 
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PSYCHIATRIC NURSING 
MARY E. CORCORAN, R.N., Hanrrispurc, Pa. 


During the year 1955 the number of psy- 
chiatric nurse consultants employed by the 
states has been increased by appointments in 
Kansas and Kentucky, bringing the number 
of states providing such leadership to 18. 

The Atlanta regional office of the National 
Institute of Mental Health has appointed a 
mental health nurse consultant for the area. 
Three regional areas now have such consult- 
ants. 

Institutes, conferences, and workshops are 
reported by the various states employing con- 
sultants. These activities provide stimulation 
for and a method of exchanging information 
among those attending the activities(1). 

The American Psychiatric Association has 
discontinued the services of their nurse con- 
sultant, on recommendation of the Committee 
on Budget. The reasons presented(2) are: 


It seems to this Committee that this activity of 
the Association is one which belongs primarily to the 
nursing organizations and is one in which these or- 
ganizations are showing a high degree of interest. 
Also, in the minds of the committee, there is great 
doubt as to the urgency with which the membership 
desire the continuation of this activity by the As- 
sociation. Finally, the funds saved by the elimina- 
tion of this activity will contribute considerably to 
the reduction of the steadily mounting deficit. 

Your Committee recommends, therefore, that 
Council instruct it not to budget for this activity in 
the coming year. 


With the discontinuance of the nurse con- 
sultant, the Nursing Committee of The 
American Psychiatric Association  relin- 
quishes the function of inspection and ap- 
proval of nursing education and the in-service 
programs for education of attendants and 
aides, provided by mental hospitals. 

Action taken by members at the biennial 
convention held in St. Louis in May 1955 
for members of the two official nursing or- 
ganizations—the National League for Nurs- 
ing and the American Nurses’ Association— 
indicated their developing interest in psychi- 
atric nursing. 

At a pre-convention meeting held in St. 
Louis, attended by state, regional, and na- 
tional psychiatric nursing and mental health 
nurse consultants, they formulated a proposal 
that the National League for Nursing spon- 
sor an institute for the group, to work more 
closeiy together toward “improvement of 
educational methods for improving nursing 
care of the mentally ill.” The Board of Di- 
rectors subsequently approved the recom- 
mendation (3). 

Also, in St. Louis, state and local councils 
on psychiatric nursing of the American 
Nurses’ Association considered items con- 
cerning the education and licensure of psy- 
chiatric aides. 
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The two official nursing organizations have 
a co-ordinating council to bring matters of 
interest to their respective members’ atten- 
tion, for joint action or approval(4). 

The Council on Psychiatric and Mental 
Health Nursing is the first special interest 
group to announce election of its steering 
committee, The Chairman is Lavonne M. 
Frey, St. Elizabeths Hospital, Washington, 
D.C. Kathleen Black, director, Mental 
Health and Psychiatric Nursing Advisory 
Service of the National League for Nursing, 
is secretary. In addition, she directs the ad- 
visory services in psychitaric nursing under- 
taken by the League and will represent nurses 
as a member of the Joint Commission on 
Mental Illness and Health(s5). 

The Commission includes representatives 
of 20 or more organizations interested in 
mental health. Its principal purposes are to 
survey all aspects of the problems of mental 


illness and mental health ; to formulate com- 
prehensive plans and programs for improve- 
ment of diagnosis, treatment, care, and re- 
habilitation; and to promote mental 
health(6). 

The National League for Nursing has ap- 
pointed Eleanor Frany, R. N., as Assistant 
Director of Mental Health and Psychiatric 
Nursing Advisory Service. 

John W. Gordon, R.N., has been ap- 
pointed to replace Mr. Clifford Lobel, for- 
merly an assistant consultant with the League 


(7). 
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OCCUPATIONAL THERAPY 
FRANKLIN DUBOIS, M.D., New Canaan, Conn. 


The medical profession's conception of oc- 
cupational therapy is steadily changing. Very 
early, physicians recognized that activity pro- 
grams in hospitals were helpful to the men- 
tally ill(1) and that useful employment of 
patients consumed energies that would other- 
wise be expended in destructive behavior(2). 
Somewhat later, participation in “hospital 
industries” (3) and intramural production of 
articles that could be sold placed an economic 
value on occupational therapy. However, it 
was not until World War I that its real 
worth as an adjunct to direct medical treat- 
ment was fully established. Since that time 
occupational therapy has been considered “a 
method of treatment for the sick or injured 
by means of purposeful occupation”(4). 
During the last 40 years its value his grown 
steadily until today there is the belief that 
“any form of work is therapeutic if properly 
applied”(5). Even this more inclusive con- 
cept is being changed by the current active 
interest in rehabilitation(6). Occupational 
therapy now is assuming a new and more 
important role in the physician’s armamen- 
tarium as it seeks and finds rehabilitative 


measures best suited to the individual’s needs, 
interest, and talents. Because of this fact and 
because of the numerous recent advances in 
methods of restoration, future reviews will 
survey the entire field of rehabilitation. The 
present review is limited to progress in oc- 
cupational therapy. 

A grant of $19,500 from The National 
Foundation for Infantile Paralysis has made 
possible the establishment of a full-time re- 
cruitment and publicity department in the 
national office of the American Occupational 
Therapy Association(7) and a grant of 
$15,000 from The United Cerebral Palsy As- 
sociation has given scholarship assistance to 
88 students of occupational therapy in 23 
schools(8). In addition, The National Foun- 
dation for Infantile Paralysis has announced 
a limited number of fellowships in the field 
of occupational therapy teaching(9). This 
assistance from national sources is to be 
warmly commended, since it helps to meet 
the pressing need for trained workers. Even 
though there has been an increase of 1,916 
registered therapists since 1950, there are 
today only 4,485 members of the Ameri- 
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can Occupational Therapy Association(10). 
With all but 6 of the accredited schools of 
occupational therapy now accepting men and 
with all 28 of the approved schools operating 
at capacity, the supply of therapists still falls 
short of the demand. Leaders of the profes- 
sion are making great efforts to close this gap 
by encouraging the expansion of training 
facilities. 

Significant to record is the fact that the 
Bolton Act, passed by Congress in 1955, al- 
lows male registered occupational therapists 
to be commissioned in the Army Medical 
Specialist Corps. Thus, for the first time 
male therapists have the opportunity to 
achieve officer status. 

Another important recent development is 
the appointment of a Medical Advisory 
Council of the American Occupational Ther- 
apy Association. This group, representing 
medical specialties particularly interested in 
occupational therapy (medicine, surgery, 
orthopedics, chest diseases, physical medicine, 
pediatrics, and psychiatry), has recom- 
mended more assistance to the occupational 
therapist from the referring physician; the 
further use of occupational therapy in home 
care and community programs ; a re-evalua- 
tion of schools and clinical training centers ; 
and a review of training programs(II, 12). 
Likewise, the Council has helped the Ameri- 
can Occupational Therapy Association estab- 
lish a policy of recognition for nonprofes- 
sional personnel. A special committe of the 
Association is now implementing this policy 
and has invited the Committee on Medical 
Rehabilitation of The American Psychiatric 
Association to cooperate in formulating a 
plan for training occupational therapy aides. 
When in operation, such a program will en- 
able qualified individuals to become assistants 
to registered therapists and thus help meet 
the pressing need for trained personnel(13). 
In support of this important movement, a 
round table on “Training Occupational Ther- 
apy Aides” was held at the 1955 annual meet- 
ing of the A.P.A.(14). The large attendance 
and lively discussion testified to the great 
interest in the subject. 

A few books dealing with occupational 
therapy have been published recently. O’Sul- 
livan’s Textbook of Occupational Therapy is 
an excellent and comprehensive treatment of 


the subject(15). It is written primarily for 
those who deal with the mentally ill. A sec- 
ond edition of the well-known Principles of 
Occupational Therapy(16) has come from 
the press with major revisions of several 
chapters, among them the one on mental ill- 
ness. There is a new section on geriatrics 
and a new chapter on organization and ad- 
ministration, which combines basic concepts 
with helpful suggestions for the therapist. 
Rowe's An Outline of Psychiatry(17) con- 
tains an interesting section on what is called 
“Management Therapy,” a designation that 
includes occupational therapy along with 
recreational therapy, attitude and hydrother- 
apy. Mayer-Gross, Slater, and Roth(18), 
in a new textbook, remind us of Bleuler’s 
appreciation of occupation as therapy for 
hospitalized schizophrenics and discuss how 
such treatment differs in Europe and the 
United States. 

Periodicals have continued to publish 
papers on phases of occupational therapy 
that interest the psychiatrist. O'Reilly and 
Handforth(19) report on gardening, Gar- 
ner(20) on kitchen activities, and Peters 
(21) on problem solving as specific means 
of meeting individual patient’s needs. A new 
term, “S.O.R.T. Room” finds its way into 
the literature, as Liebman(22) describes her 
experience with a school-occupational-ther- 
apy recreational-therapy unit in the care of 
mentally-ill children. Nagler(23) presents 
the fundamental concept that the patient is 
not being treated with occupational therapy, 
but is doing it—treating himself. Weinroth 
(24) points out that occupational therapy 
can be utilized in the dynamic understanding 
and treatment of patients while Foulds(25) 
points out the value of systematized observa- 
tion and emphasizes the fact that the occupa- 
tional therapist is in a good position to ob- 
serve the patient while he is off-guard and 
in a group situation, while the psychiatrist 
works under the disadvantage of the patient 
realizing that an interview exists. This fa- 
vorable situation of the therapist supports 
Reilly’s(26) conclusion that occupational 
therapy provides the most accurate known 
means of assessing the patient and his en- 
vironment. According to Clark(27) this 
evaluation must be passed on to the voca- 
tional counselor if a rehabilitative program 
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is to be successful. Several other authors 
also stress teamwork in rehabilitation. For- 
syth(28), Henson(29), Casson and Foulds 
(30), and Clement(31) all emphasize the 
importance of departments of occupational 
therapy cooperating with other departments 
participating in the effort to totally restore 
the patient. 

Owen(32) contends that the personal con- 
tact of the occupational therapist with the 
patient may be of more therapeutic value 
than the specific techniques employed. That 
such is not always the case is demonstrated 
by Wittkower and La Tendresse(33) who 
report that the methods used are important, 
at least in certain patients. They describe a 
controlled experiment in which severely re- 
gressed schizophrenic persons failed to im- 
prove when treated along traditional lines 
but did improve when exposed to primitive 
media according to their regressive needs 
and progression. 

McDaniel (34, 35, 36) in a thoughtful dis- 
sertation, critically surveys the role of the 
occupational therapist in the treatment of 
aphasic patients, She states that language re- 
education can be done by an occupational 
therapist and, following a competent review 
of the aphasias, suggests methods of treat- 
ment that may be employed. An interesting 
contribution is Ayres’ (37, 38, 39) discussion 
of increased muscular response by means of 
central nervous system mechanisms. This 
scholarly study, of more interest to the neu- 
rologist than to the psychiatrist, emphasizes 
that treatment must be based on function. 
Shalik( 40) considers the special problems of 
lobotomized individuals and outlines the prin- 
ciples that underlie activity programs for such 
patients. Kille(41) makes a strong plea for 
more adequate and more effective use of oc- 
cupational therapy with the mentally re- 
tarded. She believes that day-programs for 
the development of the mentally deficient 
come nearer to meeting human needs than 
do more and larger institutions for the intel- 
lectually handicapped. 

In discussing motivation, Greer(42) ob- 
serves that every therapist must make a 
continuous critical evaluation of his own at- 
titudes and behavior. She wisely says: 


The higher the level of emotional stability and 
maturity we are able to achieve ourselves, the freer 


we will be to consider the needs of our patients and 
the way to elicit that inner drive to carry forward 
to mature adjustment. . . . Without motivation we 
rehabilitate, not to creative living, but only to exist- 
ence, which has never been enough for man. 

Barton(43) elaborates the principle of 
medical supervision in the practice of occupa- 
tional therapy and stresses the physician’s 
importance in assuming this responsibility. 
Gordon and Wellerson(44) urge that a 
“better understanding of the medical value of 
occupational therapy requires its incorpora- 
tion into the curriculum of medical schools.” 
They believe that such a change is essential 
if occupational therapy is to play an increas- 
ingly important role in rehabilitation. 

Bobis, Harrison, and Traub(45) advocate 
group therapy and point out the value of 
such a method in a particularly difficult type 
of patient, the chronic psychotic whose ability 
to communicate is seriously impaired. 

Two contemporary authors re-emphasize 
the importance of work as therapy, Dunton 
(46) discussing early literature and Forrer 
(47) reporting on such a program in a state 
hospital. What was said by Brush in 1891 
(quoted by Dunton) (46) and by Forrer( 47) 
in 1955 is remarkably similar: i.¢., patients 
get well more quickly and are happier when 
they have productive work to do. 

Visual Aids for Occupational Therapy, 
1953-54" (48) replaces the April 1951 
American Occupational Therapy Association 
bibliography of slides and films. The listing 
includes medical films available through 
1954 and craft films available through 1953. 
It is an excellent source of reference for 
buyers. 

Attention is also directed to the Digest 
of Speeches from the American Occupa- 
tional Therapy Association Institute on In- 
terpersonal Relationships. The material in- 
cluded is a valuable teaching aid. 
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Relationships. 


PSYCHIATRIC SOCIAL WORK 
MARGARET L, NEWCOMB, New York Crry 


The American Association of Psychiatric 
Social Workers together with 6 other exist- 
ing professional membership organizations, 
representing the entire field of social work, 
have united to strengthen, unify, and develop 
the total social work profession and promote 
a sound and continuous professional growth 
in the various areas of social work practice 
which contribute to meeting special human 
needs. 

This new organization, the National As- 
sociation of Social Workers, began official 
operation October 1, 1955, as the profes- 
sional organization representing the entire 
field of social work, with an initial member- 
ship of approximately 20,000. Although it 
takes the place of the 7 previous social work 
organizations, each retains its autonomy 
within the total organization—as a section 
with its own program, executive secretary, 
executive committee, and president. 


Major decisions affecting the total organi- 
zation are, of course, made by the Board of 
the total organization including representa- 
tion from each section. The areas repre- 
sented by the various sections, in addition 
to psychiatric social work, are medical social 
work, social group work, school social work, 
social work research, and community organi- 
zation. 

In order to bring to the entire membership 
articles of basic interest for each new member 
group, journals of the predecessor organiza- 
tions, such as the Journal of Psychiatric 
Social W ork, will be discontinued, and a new 
professional journal, Social Work, will be 
published. It will include articles of special 
interest to social workers in psychiatric 
settings and to all the other sections inter- 
ested in mental and physical health. 

Several conferences of importance to psy- 
chiatric social work practice and education, 
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held during 1955, were made possible by 
grants from the National Institute of Mental 
Health. An institute on teaching psychiatric 
social work for faculty members from schools 
of social work offering a specialization in 
psychiatric social work met in Atlantic City 
in May. In June, an institute held in Indiana 
under the sponsorship of the American As- 
sociation of Group Workers was devoted to 
consideration of the use and development of 
social group work within psychiatric settings. 
In the Middle Atlantic cities, social workers 
from mental hospitals and community agen- 
cies participated in an institute on “Social 
Work Responsibilities in After Care,” held 
in Louisville, Kentucky, in October. This 
was the first regional follow-up of the Lake 
Forest Institute on “Better Social Services 
for the Mentally Ill.” Proceedings of each of 
these 3 institutes are soon to be published. 
Two conferences on “Vocational Rehabilita- 
tion of the Mentally Ill” were held at Saint 
Elizabeths Hospital in March and April. 
These were the first of a series of regional 
conferences sponsored by the Office of Vo- 
cational Rehabilitation and the National 
Institute of Mental Health. The annual 
meeting of State Chief Social Workers was 
held in Chicago in March. Participants in- 
cluded social workers responsible for state 
hospital as well as community mental health 
programs. 

A new trend apparently developing from 
organic needs is the request for psychiatric 
social workers to participate as consultants 
in the community mental health programs. 


In ever-increasing numbers they are working 
in clinics and community programs for men- 
tally retarded and exceptional children, in vo- 
cational rehabilitation programs, and in 
public health agencies. Within the past year, 
psychiatric social workers have participated 
in the several conferences sponsored by the 
Council of State Governments and concerned 
with the development of state programs for 
better care of the mentally ill and training 
and research in the field of mental health. 
The Western Interstate Commission on 
Higher Education has employed a psychiatric 
social worker to be responsible for mental 
health studies done within the interstate com- 
pact. The American Association of Psychi- 
atric Social Workers was one of tlie sponsor- 
ing organizations of the Joint Committee on 
Mental Illness and Health. 

Publications of interest to psychiatric so- 
cial workers include “Evaluation in Mental 
Health, A Review of the Problem of Evalu- 
ating Mental Health Activities,” prepared 
by the Community Services Committee, Na- 
tional Advisory Mental Health Council ; and 
the report of the Lake Forest conference, 
“Better Social Services for the Mentally III,” 
published by the American Association of 
Psychiatric Social Workers. 

A further development is a resource for 
research in the mental health clinics of the 
National Institute of Mental Health. Psy- 
chiatric social workers are not only working 
in collaboration with other disciplines, but 
also are attempting to evaluate the effective- 
ness of their own practice. 


OUTPATIENT PSYCHIATRY AND FAMILY CARE 
WALTER E. BARTON, M.D., Boston, Mass. 


PATIENTS IN FAMILY CARE 


Last year’s major development, in the 
gradual growth of family care, has been the 
rapid expansion in California and within the 
30 Veterans Administration’s neuropsychi- 
atric hospitals. In California the increase in 
placements was over 23% and in the V.A. 
a 40% increase in the use of family care was 
noted. To advance the foster home program, 
the Veterans Administration held 3 institutes 
for physicians, social workers, vocational 


counselors, and hospital registrars. These 
stressed the placement of more patients on 
trial visit, advance preparation and planning 
with families and greater support of patients 
in the community by the social worker. Of 
the 654 patients placed in family care by the 
V.A. during the past year, 60% were still 
there on the last day of the year; 14% had 
been discharged during the year, 10% trans- 
ferred to trial visit and 16% had been re- 
turned to the hospital. Cumming and Grant 
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(1) stress the importance of a positive atti- 
tude on the part of physicians and social 
workers, in particular, and the entire person- 
nel of the hospital in general, to find po- 
tentially suitable patients for home place- 
ments and to work through the problems 
incident thereto. Twelve factors are stated 
that promote success and 10 factors that re- 
tard the development of a family care pro- 
gram. Among the former factors are the 
advance preparation of patients and relatives, 
the selection of good homes, and the super- 
vision of patients after they are placed. The 
principal factors retarding the program are 
insufficient social work staff, lack of travel 
facilities and transportation funds, the short- 
age of physicians and the lack of knowledge 
on the part of hospital staff of the possibilities 
in the program. An excellent popular pre- 
sentation of family care, as it is currently 
being used in Maryland for therapeutic place- 
ments, appeared in the Saturday Evening 
Post(2) of March 26, 1955. In New York 
State(3), 169 patients of the 1,325 placed 
from state hospitals went on convalescent 
visit from family care, and 12 of the 882 
patients in family care from state schools 
did likewise. The inability to get trained 
social workers and the difficulty in the super- 
vision of patients without their help was 
noted. Asa result of the new drug therapies, 
there was an increase in the requests for 
family care placements. The State of Penn- 
sylvania placed 467 patients in the family 
care program this year. 

Most states tend to use family care for 
the release of quiet, chronic patients who can 
live in the community without expected dif- 
ficulty. There is an increasing tendency, 
however, to employ family care in bridging 
the gap between hospital and community for 
patients in more active rehabilitation pro- 
grams. 

Bishop(4) gives valuable advice as to the 
necessary details in the preparation of a 
family care program for the custodial place- 
ment of young children who are mentally de- 
fective. Cohen and Clancy(5) call attention 
to the trend to carry treatment into the homes 
of patients. They had previously reported 
their findings on the use of insulin sub-coma 
in patients’ homes. Criteria for the selection 
of patients for home care and the favorable 


influence of the family in home treatment 
are described. 


PaTIENTS IN Famity Care IN THE STATES 
(As of June 30, 1955) 


New York 
California 
Pennsylvania 


Total 


Total 1955 
“ 1954 


* On December 31, 1954. 
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Rooney and Miller(1) indicate that the 
independent clinic, with its greater degree 
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of freedom to restrict patient service time, 


runs the risk of isolating itself by forgetting 
the needs of the total community and over- 
looking the mental health aspects of other 
community services. The public clinics, on 
the other hand, are frequently burdened by 
impossible patient loads because of their ob- 
ligation t' accept for service everyone who 
comes along from the area they serve. Be- 
cause it is obviously impossible to have an 
open-door intake policy and take everyone, 
some sort of compromise was necessary to 
avoid long waiting lists. The questions usu- 
ally asked are these, “Shall we limit treat- 
ment in favor of additional diagnostic serv- 
ices? Should we use some screening devices 
for those waiting for intake? Would a group 
approach enable us to handle more patients ? 
Can we accelerate service to some people on 
our waiting list? Shall we function to capac- 
ity and reach the waiting list when we can?” 
Because they felt one of their most im- 
portant functions was to establish relation- 
ships with other helping persons in the com- 
munity, they frankly indicated their inability 
to give direct service to all requesting help 
and accepted as intake policy only those re- 
ferred by professional sources, The referring 
sources were asked to contact the center prior 
to the actual referral to discuss with the staff 
member the particular situation. This en- 
abled the clinic to make more profitable use 
of its limited psychiatric time, to have fewer 
intake failures, less frequent patient termina- 
tions, and to spend their time working with 
the more severe problems. When a direct 
application is made, the patient is told that 
they offer service only through professional 
consultation and it is interesting to note that 
more than half the individuals making an 
original call are never heard from again. 
They sent out questionnaires to 92 such 
people and 66 replied. About half the cases 
were later referred by a professional person 
in the community ; 40 per cent of the group 
had originally been self-referred. At the 
time the questionnaire was sent, 32 of the 92 
indicated the problem was solved; 38 said 
it was still present, but less serious ; 20 were 
just about the same; and 3 thought it was 
more serious. All 3 of these had sought help 
elsewhere and were under treatment. They 
conclude the policy has not been a hazardous 
one and has improved the clinic’s operation. 


Austin(2) states that family agencies and 
mental health clinics have a responsibility 
to examine their relationships periodically in 
the interests of improving service to clients 
and of making best use of community re- 
sources, Attention is focussed in this paper 
on 4 questions: (1) What is the difference 
between treatment offered by the family 
agency and by the mental health clinic? (2) 
What are the criteria for the selection of 
cases? (3) What criteria are used in the re- 
ferral of cases between family agency and 
clinic? (4) What is the role of each in pre- 
ventive programs ? 

The techniques that remain peculiarly the 
property of psychoanalysis and that only the 
medical profession is responsible for and 
trained to use, include free association, abre- 
action of repressed feelings associated with 
infantile experiences and fantasies, dream 
interpretations, full development of transfer- 
ence in order to deal with the infantile neu- 
rosis, and techniques for exploring and in- 
terpreting the unconscious infantile motiva- 
tions and fantasies surrounding the intra- 
psychic conflicts. The techniques that are 
used in psychosocial therapy are principally 
manipulation, emotional release, suggestion, 
clarification, certain kinds of interpretations, 
and the use of the worker-client relationship 
more broadly conceived than the transference 
relationships. 

In the mental health clinic, intensive treat- 
ment under a psychiatrist should be the 
distinguishing difference. Case work in the 
clinic, to be offered in conjunction with psy- 
chiatric treatment of the patient or as a 
method of treatment with the family member, 
is vitally needed in any multidisciplinary 
approach. 

The practice of charging fees for mental 
health clinic service has grown markedly in 
the last decade according to Lamson(3). 
This is true in both the public and the private 
field. The average mental health clinic’s in- 
come received from fees amounted to about 
10% of the total operating income. The fol- 
lowing are some of the components of pres- 
ent philosophy in relation to fee charging 
for clinic services. 

Five reasons are given for charging fees: 
(1) The feeling that patients who are able 
to pay, should carry part of the cost of serv- 
ice ; (2) the belief that by charging fees, clinic 
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services will be made available to the total 
community—to all income levels—and that 
identification with relief care will be dis- 
sipated; (3) the conviction that there is a 
definite therapeutic value in the payment of a 
fee and in its use as a factor in treatment; 
(4) the fact that fee charging will add to the 
total income of the clinic ; (5) the belief that 
relationships between the clinic and the medi- 
cal profession will be enhanced. 

There are also reasons for not charging 
fees: (1) The opposition to fee charging by 
some clinic boards; (2) the fact that the 
clinic is publicly supported; (3) the feeling 
that fee charging might make services less 
available to some individuals and families ; 
(4) the sentiment in some local medical so- 
cieties against charging fees. 

Fee scales are generally based on a care- 
fully formulated schedule of income, family 
size and units of service with latitude al- 
lowed for exceptional circumstances that 
mitigate against the basic rates. There are 
also some clinics that charge for consultation 
services to other agencies and community 
groups. 

The most valuable book, entitled Mental 
Health and Mental Disorder(4), in discus- 
sing outpatient psychiatry, gives an interest- 
ing description of group methods in psycho- 
therapy. It is stated that group therapy is in 
general use in outpatient clinics everywhere. 
Collins(5) called attention to the increased 
pressure arising from communities for help 
with neglected emotional disorders. She 
describes in some detail the case history of 


the founding of a mental health clinic. Ewalt 
(6) stressed the importance of general com- 
munity participation in mental health plan- 
ning and promotion. Before an outpatient 
facility is started an advisory committee is 
formed that is representative of all of the 
social agencies, of medicine, education, nurs- 
ing, social welfare and the clergy. 


The state will join with any responsible and 
representative community group to work towards 
bringing to the community a mental health and 
psychiatric clinic program. By responsible we mean 
that the community group must be dedicated to the 
continuing job of mental health promotion in the 
community. It must also be able to provide funds 
on an annual basis from an annual drive, Commu- 
nity Chest or other source. It must be able to write 
checks, employ personnel, provide quarters, equip- 
ment and supplies. It also has to take a very active 
part in mental health education, interpreting the 
function of mental health program in the commu- 
nity. Furthermore, it must interpret community 
needs to the professional staff and help it in formu- 
lating policies concerning the overall operation of 
the mental health program(5). 
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ADMINISTRATIVE AND FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M.D., Wasnincton, D.C. 


ADMINISTRATIVE PSYCHIATRY 


With the growing interest in administra- 
tive psychiatry the bibliography continues to 
mount in volume. 

Malzberg(1) adds another to his list of 
valuable studies of the New York State sta- 
tistics, this time analyzing the first admis- 
sions for the 3 years ending September 30, 
1951. He reports an increase in the average 
age of 7.7 years since 1920, with significant 
decreases in general paresis and manic-de- 


pressive psychosis. In general, the rates in- 
crease with age, and tend to be higher for 
males than for females of corresponding 
ages. Blain(2) provides a mass of pertinent 
current statistics on mental health, Lemkau 
(3) discusses the importance of epidemiologi- 
cal studies to an understanding of causation 
and in developing preventive techniques. 

Evans(4) discusses volunteers in mental 
hospitals, pointing out their value to the pa- 
tient, the hospital, and the community. 
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Pense and Stanley(5) present a report on 
the Rockland State Hospital unit for men- 
tally disturbed children. 

The social aspects of milieu therapy are 
considered by Maxwell Jones and Rapoport 
(6). They emphasize the importance of free 
communication within the staff and between 
staff and patients. Another article, by Tar- 
taglino(7), presents the program carried on 
in the maximum security section of Saint 
Elizabeths Hospital. He points out the fact 
that milieu therapy should not be considered 
as something apart and distinct from group 
and individual psychotherapy. 

Overholser (8) discusses some of the prob- 
lems of release of patients from mental hospi- 
tals, 

Knee(g) edits the proceedings of an Insti- 
tute on Social Work in Psychiatric Hospitals. 

As for books, the comprehensive volume 
by Linn(10) on hospital psychiatry calls for 
mention, with especial reference to chapter 
27 on administrative psychiatry. Finally, the 
annual volume based on the Mental Hospital 
Institute(11) of 1954, held at Minneapolis, 
contains a large amount of material on ad- 
ministrative problems of mental hospitals. 
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FORENSIC PSYCHIATRY 


As usual, the references in the literature 
make selection very difficult, and only a few 
facets can be touched upon. 

Ross(1) presents a valuable discussion of 
the various aspects of the care of voluntary 


patients in mental hospitals; the article de- 
serves study by all mental hospital adminis- 
trators. Fabing and Barrow(2) point out the 
need of modernizing the various eugenic laws 
relative to epileptics in order to bring them 
up to date with medical progress; the laws 
now in effect offer serious handicaps to re- 
habilitation. 

Concerning history, Lebensohn(3) gives 
a review of the contributions of Saint Eliza- 
beths Hospital to a century of medico-legal 
progress, while Overholser(4) presents an 
historical sketch of the life and accomplish- 
ments of Isaac Ray, the father of American 
forensic psychiatry. 

Neustatter(5) offers an interesting discus- 
sion, with cases, of the psychology of shop- 
lifting. 

A summary of the general legal principles 
underlying psychiatric treatment is found in 
a report of the Expert Committee of the 
World Health Organization (6). 

Glueck, Jr.(7) discusses the interesting 
topic of changing concepts in forensic psy- 
chiatry. He urges shifting the emphasis from 
punishment to treatment, advocating a “treat- 
ment tribunal.” Poindexter(8) emphasizes 
the inadequacy of pre-sentence examinations 
in the Oregon courts, as shown by the fact 
that of the problem inmates studied, 20% 
were found to be mentally ill. 

Guttmacher(9) analyzes the 5 formulas 
which have been suggested at various times 
for determining criminal irresponsibility, and 
reaches the conclusion that the “New Hamp- 
shire Rule” is by far the most realistic and 
desirable. His conclusion is, of course, in 
line with the views of most psychiatrists and 
with the Durham decision of the United 
States Court of Appeals. That decision has 
been the subject of many articles in legal 
journals, almost all of them approving 
heartily of the court’s decision. Genty(10), 
for instance, refers to it as progressive and 
workable, and adds that it should be given 
the ear of every court in the nation. Lyman 
(11), after a historical review of the “tests,” 
hails it as the standard “most consonant with 
the present medical understanding of in- 
sanity,” adding that it is better to reform 
procedure than to punish the irresponsible. 
The University of Chicago Law Review(12) 
has devoted almost an entire issue to 10 
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articles dealing with the Durham decision. 
One of the most telling defenses of the de- 
cision is found in a recent article by the 
Solicitor General of the United States, Judge 
Sobeloff (13), entitled “From McNaghten to 
Durham and Beyond.” 

The appearance of a new journal in the 
field should be noted—Archives of Criminal 
Psychodynamics, edited by Dr. Ben Karp- 
man. 

A few books may also be mentioned, Psy- 
chiatry and the Law, edited by Hoch and 
Zubin(14), presents the report of the 1953 
meeting of the American Psychopathological 
Association. The articles are of a high qual- 
ity. Kathleen Jones has written a study of 
the care of the mentally ill in England for 
the century ending in 1845 under the title 
Lunacy, Law and Conscience(15). Finally, 
the trial of John Thomas Straffen, a case 
which attracted much attention in England 
recently, has been published under the editor- 
ship of Letitia Fairfield and Eric Fullbrook 
(16). 

As is usual in odd-numbered years, most 
of the state legislatures were in session, with 
resulting copious output of laws. Only a few 
out of the multitude can here be mentioned. 
Connecticut(17) provides that no superin- 
tendent, employee, or staff member of the 
state hospitals shall be held personally liable 
in any civil action for damages on account 
of any official act or omission, provided he 
acted or failed to act in good faith. Ten- 
nessee passed a somewhat similar provision 
(18). Connecticut(19) also transferred the 
various State psychiatric services to the Men- 
tal Health Department and authorized in- 
spection and licensing by that department 


of all hospitals for mental illness. It is noted 
in passing that Georgia(20) still has “lunacy 
trials” by jury, but probably the most strik- 
ing legal pontification comes from Texas. A 
resolution (no. 45) adopted by both houses 
in May 1955, concerning a study of the 
criminal insane, states, inter alia, ““The crim- 
inally insane seldom respond to either prison 
rehabilitation programs or medical or psy- 
chiatric treatments.” Perhaps some study is 
necessary ! 
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MILITARY PSYCHIATRY 
JOSEPH S. SKOBBA, M.D., Attanta, Ga. 


During the current year the major themes 
in publications on the subject of military 
psychiatry were the utilization of psychiatry 
in conservation of manpower and the devel- 
opment of the idea that military psychiatry 
differs from civilian psychiatry. 

Gatto(1) made a very comprehensive 
study of what he considered as a military 


psychiatric entity to which he has given the 
title “The Nestling Military Patient.” Such 
an individual is characterized by either ex- 
tended or repeated periods of hospitalization 
in the search of physical reasons to explain 
the soldier’s ineffectiveness. Being hospital- 
ized too quickly for trivial reasons he rapidly 
develops the hospital habit. Once in the 
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hospital he is very pleasant and cooperative 
and cheerfully submits to unpleasant diag- 
nostic procedures as long as they prolong 
his hospitalization. The physical or emotional 
upsets or disturbances present are actually 
insufficient to explain the need for the pro- 
longed hospitalization and protracted studies. 
Gatto covers the subject very thoroughly 
with supporting case histories, and details 
the recommended management. This ma- 
terial should be a part of basic training of all 
medical officers, to prevent the syndrome 
from developing, and of psychiatrists so that 
they recognize it promptly once it develops. 

Clements(2) studied 415 soldiers with in- 
duction-station-assigned S-2 physical exami- 
nation profiles, Based on the assumption that 
a man cannot properly be given an S-2 pro- 
file at the time of induction because there 
is no evidence of performance in a military 
setting, the group studied were automatically 
reprofiled S-1. An evaluation of their per- 
formance in basic training revealed that these 
men could perform nearly as satisfactorily 
in a normal basic cycle as they could in a 
specially modified one, There was a slightly 
greater incidence of AWOL and sick calls 
in this group. He concludes from this study 
that it appears justifiable to reprofile auto- 
matically to S-1 all 5-2’s given at the induc- 
tion station so that these individuals could 
be made available in an unlimited duty status. 

Abrams(3) during a 2-year tour of duty 
with the Army was impressed by the differ- 
ence in psychiatric practice in and out of the 
service. A difference of prime importance 
that he emphasized is the avoidance of en- 
couraging a transference relationship and 
the prevention of hospitalization of psychi- 
atric patients. 

Peterson(4) presents a statistical analysis 
of psychiatry in the Korean conflict. He 
points out that the lesson of World War II 
had been neglected or ignored at the begin- 
ning of the conflict and warns against future 
neglect. He believes that there are signs that 
a loss of awareness of military psychiatric 
principles may be already occurring and con- 
cludes that only frequent rereading of the 
experiences of the past with understanding 
of their validity will preserve this knowledge 
of concepts and techniques for which so far 
there is no substitute. 

Glass(5) enumerated the principles of 


combat psychiatry which he considers the 
most effective. He identifies group unity or 
identification, leadership and communication, 
under the term morale, as the most effective 
forces against fear. He emphasizes the prog- 
nostic and therapeutic value of the proper 
terminology for combat reaction. He favors 
the use of the term Combat Exhaustion be- 
cause it implies a rational causation, suggests 
a transient status, and allows medical man- 
agement to be more realistic. Finally he 
stresses the necessity of bringing psychiatry 
to the field rather than evacuating the psy- 
chiatric casualties to a hospital facility. 

Christensen(6) terms character disorders 
the twentieth-century neurosis. He makes a 
plea for a more accurate diagnosis in terms 
of the total personality picture and not merely 
in terms of naming symptoms. He outlines 
the differences and the similarities between 
the character disorders and the neurosis. 

Tompkins(7) made a comparative study 
of World War II veterans and Korea 
veterans seen in Veterans Administration 
clinics and hospitals, Similarities and differ- 
ences were tabulated. A preliminary report 
of the differences indicates that the programs 
of prevention and treatment developed by 
military psychiatrists in the Korean conflict 
have been of benefit. 

McCartney(8), in the course of visits to 
25 ports throughout the world, investigated 
the local psychiatric situations both civilian 
and military. He presents a brief summary 
of his observations in each country visited. 
He is of the opinion that mental and emo- 
tional illness is on the increase, that the value 
of psychiatry as a specialty in medicine is 
universally accepted and is a part of most 
military establishments. An interesting ob- 
servation was that in India, the place of ori- 
gin of the snake root remedy, the drug is 
not utilized by the psychiatrists. 

Etinger(g) described psychiatry in the 
Norwegian Military Service. In general, the 
principles developed by American military 
psychiatrists are employed, such as the recog- 
nition of the importance of command in pre- 
vention, and education of combat officers in 
mental hygiene principles. In addition, he 
proposes that the psychiatrist control the 
medical officers just entering the service. He 
makes a plea for as humane as possible tran- 
sition from civilian to military status and 
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protection from strain to permit adjustment 
to military service. 

Masserman(10) in his text The Practice 
of Dynamic Psychiatry devotes a chapter to 
military psychiatry in which he presents 
clearly and succinctly the principles devel- 
oped by psychiatrists as a result of the ex- 
periences in World War II and the Korean 
conflict. The inclusion of such a chapter 
in all texts in psychiatry will prevent the loss 
of awareness of military psychiatric princi- 
ples as occurred after World Wars I and II. 
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PSYCHIATRIC EDUCATION 
FRANKLIN G. EBAUGH, M.D., Denver, Coio., anD ROBERT H. BARNES, M.D., Dunnam, N. C, 


Within the last year a rash of new radio 
and television programs purporting to inform 
the public on various aspects of medical 
practice and progress have appeared. These 
range from the depiction of certain technical 
aspects of tumor removal to voyeuristic 
excursion into the consulting room. Despite 
this indication of increased public interest 
a number of serious and thoughtful medical 
educators have viewed with considerable 
alarm what they believe to be growing public 
unrest with medical practice(1, 2). As one of 
these authors notes(2), all of the high-class 
public relations men cannot sell free Ameri- 
can medicine to the public unless the average 
physician can sell his product positively to 
the individual patient. Fey(3) clearly out- 
lines the role which the psychiatric educator 
can fill in helping the medical student to be- 
come aware of the importance of feelings be- 
tween the doctor and patient, which under- 
lie the practice of all medicine, no matter 
what the individual specialty. Not only may 
this serve to decrease the pressures for 
greater governmental intervention into medi- 
cal fields, but it might in addition serve to at- 
tract a greater number of desirable students 
into the medical fields. Most of us have failed 
to be aware of the alarming fall in the number 
of applicants for admission to medical 
schools. For the year 1948-1949, the height 


of the postwar boom in applicants, there was 
a total of 24,242 students applying to medi- 
cal schools. This represented a ratio of appli- 
cants to admissions of 3.6 to 1(4). By the 
year 1953-1954 the number of applicants had 
dropped to 14,678, with a ratio of applicants 
to admissions of 1.97 to 1(4). According to 
Funkenstein(5), if this rate of fall continues 
there will soon be an insufficient number of 
students to fill the openings in the medical 
schools, Even at the present time many 
schools are complaining of a falling off in the 
calibre of applicants and some have noted a 
difficulty in filling their class rolls with the 
type of students they desire. Certainly the in- 
creasingly high cost of medical education has 
been reflected in increased medical school 
tuitions and this has played an important role 
in the falling off of applicants. As one author 
put it, we are being faced with a real “eco- 
nomic segregation” in American medical 
education(6). The implication of this to 
medical education in general and to psychi- 
atric education in particular seems clear. Our 
high expectations for the future of our pro- 
fession may well be cut off down close to the 
trunk. 

Medical School Training.—Interest in 
“comprehensive medicine” and the closer in- 
tegration of psychiatry into general medical 
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education has gone on apace during the year. 
As Braceland puts it (1) : 

The idea is not to strive to train a super spe- 
cialist, and not one trying to be all things to all 
people, but rather to train a physician with broad 
medical knowledge, scientific and humane in out- 
look, and able to understand the influence of all ex- 
traneous factors in the making of symptoms. 


There appears to be an increasing recogni- 
tion that psychiatry is and must be taught as 
one of the basic sciences of medicine and not 
as an “isolated specialty” (1). Stainbrook (7) 
reported at the A.P.A. annual meeting in 
Atlantic City on an experiment at Syracuse 
in which the basic sciences of general psy- 
chology, psychoanalysis, sociology, and an- 
thropology are brought together into the 
medical school as a “department of the be- 
havioral sciences,” having their own offices 
and laboratories. In this plan the contribu- 
tion of these various sciences are taught to 
the medical students by specialists in these 
various fields, Harper (8) has reported on the 
teaching of psychiatry in the integrated medi- 
cal curriculum at Western Reserve where one 
of the most extensive revisions of the medical 
curriculum has taken place, “Teaching is 
done in a correlated manner with all depart- 
mental barriers removed.” To the end of ob- 
serving people as “alive, growing, and react- 
ing to the exigencies of life” each first year 
student is assigned a patient who is in her 
seventh month of pregnancy. He visits her 
at home, follows her through her delivery 
and then sees her at monthly intervals there- 
after, observing in particular the emotional 
and physical growth of the infant. The gen- 
eral curriculum of the second year is aimed 
toward the development in the student of an 
understanding of the abnormal conditions of 
disease. The integration is continued so that 
when pneumonia is discussed, for example, 
delirious reactions are also included(8). 

A different approach to “comprehensive 
medicine” is reported from Tennessee(Q). 
Here a department of general practice has 
been set up, staffed entirely by general prac- 
titioners who hold university faculty appoint- 
ments. While the student works in the 
clinic, he in addition makes a certain number 
of house calls and “functions in every manner 
as a family physician.” This gives him a 
chance to “correlate his technical knowledge 


of medicine with the natural setting of illness 
and to evaluate emotional problems of both 
children and adults from the vantage point of 
the family surroundings” (9). 

A number of other interesting reports have 
appeared on other experimental projects de- 
signed to better prepare the medical student 
to deal with the emotional problems of his 
future patients, A group at the University 
of Pennsylvania(10) has given a preliminary 
report on a 3-year experiment in which an 
elective is offered on “family attitudes, sexual 
behavior, and marriage counseling.” The ob- 
jective has been to help the medical student 
become more effective in dealing with family 
problems, Another report deals with ways of 
giving the medical student a “personal con- 
viction” regarding psychiatry(11). The 
medical student, along with the psychiatric 
social worker, visits the family of a psychotic 
patient whom the medical student has previ- 
ously interviewed. This gives the student a 
chance to learn about the patient as a person 
and as a member of a family. Following the 
field trip the entire case is discussed with 
the staff psychiatrist. A second report from 
Western Reserve deals with a method of 
teaching psychiatry at a medical student level 
by having the student conduct a definite re- 
search project. As a type example, one study 
of the occurrence of emotional stress in 
toxemias of pregnancy, begun by a first year 
medical student, is noted. While we suspect 
this method of teaching may be of only 
limited applicability, nonetheless when of- 
fered on an elective basis it may well serve to 
interest at least a few medical students in a 
future of psychiatric research. 

Residency Training.—Of considerable in- 
terest to those involved in the training of 
resident psychiatrists has been the recent at- 
tempt to reevaluate the assets and liabilities 
of the period of internship intervening be- 
tween graduation from medical school and 
the beginning of specialty training. Leveroos 
(13) feels that there is a real difficulty in 
justifying the concept of the internship as “a 
separate and distinct phase in medical educa- 
tion.” He notes that many of the duties and 
responsibilities formerly those of the intern 
have been delegated and squeezed out by the 
encroachment of third and fourth year medi- 
cal clerks on the one side and resident house- 
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staff on the other. He points out, further, 
that if internships were abolished and resi- 
dency training kept at the present duration 
in years a significant saving in “man years” 
could be achieved, which would “have the 
effect of adding to the physician population 
several thousand additional doctors’’(13). 
Boyd(14), on the other hand, feels that there 
is a definite need for a period of “experience 
in recognizing and managing the total needs 
of the patient under supervision” between 
medical school years and specialization. He 
feels that if internships fill this need then 
they should be retained at all cost, and if they 
do not they should be revamped “at once so 
that these most important needs, so necessary 
to the development of the complete physician, 
are met fully and thoroughly” (14). 
Statistically speaking, for the year 1954- 
1955, there existed a total of 265 approved 
residency programs, with 1,800 appointments 
filled and 706 vacant, giving a percentage 
filled of 72(15). This compares rather favor- 
ably in terms of percentages filled with train- 
ing programs in preventative medicine and 
physical medicine, where 37% and 48% re- 
spectively were filled. On the other hand, 
certified surgical residencies were 91% filled 
and those in thoracic surgery 90% (15). 
The most cormprehensive study of psychi- 
atric residency programs was a _ 17-page 
monograph formulated by The Committee 
on Medical Education of the group for 
the Advancement of Psychiatry(16). This 
represents an excellent statement of many 
of the most crucial issues in the field, is the 
best statement to be published since the re- 
port of the Second Ithaca Conference, and is 
highly recommended to all of those involved 
in teaching psychiatric residents. No attempt 
will be made to condense this summary. One 
point raised, however, does deserve under- 
lining (16). 
Despite increased facilities and sums available 
for research in psychiatry, the present trend of psy- 
chiatric trainees is to enter into the practice of 


psychiatry, with emphasis on psychotherapy and the 
shock therapies, rather than to undertake research. 


This seems doubly unfortunate in the face of 
the ever-increasing need for such research 
if psychiatry is to keep pace with other fields 
of medicine, and with the increased funds 
available for research and the markedly im- 


proved techniques and tools developed dur- 
ing the last decade. A recent editorial in this 
Journal further underlines the need for the 
“thoughtful student in psychiatry to stop and 
consider the advantages and disadvantages of 
private practice against the opportunities 
which are coming in hospital practice and 
teaching and research’(17). 

This should serve to emphasize,the need 
for broadly conceived training programs in 
psychiatry, making it possible for the trainee 
to receive inspiration, instruction, or at least 
an acquaintance with a large number of re- 
lated fields in addition to his fundamental 
training in basic and clinical psychiatry, This 
was brought home very vividly by Gerard’s 
stimulating discussion of “The Biological 
Roots of Psychiatry” in the annual Academic 
Lecture in Atlantic City. He clearly dem- 
onstrated the need for a broad background 
in neuroanatomy, neurophysiology, and neu- 
ropharmacology in understanding an ex- 
tremely important and promising aspect of 
the “behavioral sciences.” Linn(19) has pos- 
sibly been somewhat overenthusiastic in 
terms of speaking of “The Renaissance of 
Neuropsychiatry,” but this does serve to 
emphasize that newer techniques and knowl- 
edge are offering us better understanding and 
more adequate methods for the treatment of 
mental illness. Along these same lines, 
Lhamon’s(20) demonstrations are worth 
some consideration. He notes that despite ad- 
vances with and since Freud we are far from 
a final position( 20). 

No impressive proof other than that stemming 
from authority and personal conviction is available 
to show that our greater understanding in this area 
has lessened the problem of mental disease. The 
engrossing study of psychodynamics has produced 
nothing comparable to the effects of antisyphilitic 
therapy in paresis, or to the use of nicotinic acid in 
pellagra or perhaps to the use of electricity in de- 
pression. 

While this may represent a somewhat jaun- 
diced view, his point that we may not be 
opening enough pathways for those who fol- 
low seems worthy of careful consideration. 
Particularly is this so for those entrusted 
with the training of the new generation of 
psychiatrists who will be practicing, teach- 
ing, and researching in the decades ahead. 

The GAP Report clearly indicates the im- 
portance of clinical supervision as the “cur- 
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rent keystone of graduate psychiatric train- 
ing” (16). A group at the Menninger Clinic 
(21) has suggested what may well be a 
promising addition to individual supervision, 
namely the use of a I-way vision screen 
which allows a sizable number of observers 
to attend regular and often intensive treat- 
ment sessions where the actual practice of a 
skilled therapist may be followed. After each 
session the therapist-leader discusses with the 
observing fellows the dynamics of what had 
come up during the hour, the treatment situa- 
tion, the transference, etc. Another report 
from this same institution(22) attempts to 
evaluate the learning process in a psyckiatric 
residency program by means of comprehen- 
sive examinations given to the trainees in 
each of their 3 years. Interestingly the rat- 
ings of the trainees made on the basis of ex- 
aminations correlated only at a “low level” 
with the ratings of the trainees’ supervisors. 
The tests did serve to demonstrate a very 
striking difference between the comprehen- 
sion and attitudes of the trainees during the 
first year as compared with the next two. It 
appears that in most trainees, during the 
second year, a real awakening to dynamic 
concepts occurs, and that at this point the 
resident no longer clings to the “concrete, 
traditional medical approach” to disease, 
therapy, and the doctor-patient relationship 
(22). This article does suggest a method 
for evaluating the effectiveness with which 
we put across what we are attempting to 
teach. Certainly such evaluations are very 


much needed in psychiatric residency train- 
ing programs. 
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CASE REPORT 


AGRANULOCYTOSIS WITH CHLORPROMAZINE 


JAMES B. CAREY, JR., M.D.; ano RICHARD M. MAGRAW, M.D. 
MINNBAPOLIS, MINN. 


Agranulocytosis associated with chlorpro- 
mazine administration was observed in a 
51-year-old male admitted to the hospital in 
a state of anxiety, depression, and psycho- 
motor retardation. The patient had been tak- 
ing 75 to 100 milligrams of chlorpromazine 
daily for approximately 2 weeks, beginning 
1 month before admission, Chlorpromazine 
was again started the day of admission and 
gradually increased to 400 milligrams daily 
on the fourth hospital day. This dosage was 
continued for 5 days and then reduced to 200 
milligrams daily until the twenty-eighth 
hospital day when it was discontinued en- 
tirely. During this period weekly white blood 
cell counts raaged from 6,050 to 7,550 with 
a normal differential count. In addition to 
chlorpromazine, the patient received 10 elec- 
troconvulsive treatments between the tenth 
and thirty-third hospital days. That he was 
somewhat more confused than is ordinary 
after his last treatment may have masked 
the early symptoms of the agranulocytosis 
which developed later. 

Seven days after chlorpromazine was 
stopped, on the thirty-fifth hospital day, the 
patient’s temperature rose to 104.6°, he be- 
came delirious, and white blood cell count 
was 350. No neutrophils could be found on 
the smear. Physical examination disclosed a 
very slight reddening of the pharynx but 
cultures revealed no pathogens. Blood and 
urine cultures were sterile and a chest 
roentgenogram was negative. Antibiotic 
prophylaxis was instituted. After 5 days, 
neutrophils appeared in the blood. The white 
blood cell count gradually increased, and by 


the forty-fourth day, 9 days after onset of 
symptoms, his white count reached normal 
levels as did his temperature. Bone marrow 
examination on the forty-second hospital day 
showed leukopenia with neutropenia and a 
shift to the left in cells of the neutrophilic 
series. 

On the forty-fourth hospital day, just after 
the patient had recovered from agranulocyto- 
sis, a foot drop developed. There was a weak- 
ness of the right arm and leg, particularly of 
the foot dorsiflexors, evertors, and invertors. 
The left knee jerk was more active than the 
right and there was clonus of the left ankle. 
( Because the patient had unequal pupils on 
admission and showed a suggestion of per- 
severation after his fifth electroconvulsive 
treatment, repeated neurological examina- 
tions were done early in his hospitalization. 
The neurological consultant concluded he had 
no organic disease.) The condition improved 
in the ensuing 2 weeks although some weak- 
ness of the foot remained. The cause of the 
neurological changes has not been established. 

This is the second experience’ we have 
had at the university with agranulocytosis as- 
sociated with chlorpromazine, and we believe 
that caution is indicated when large or pro- 
longed dosage with this compound is con- 
templated and also that white blood cell 
counts should be frequently checked while 
the drug is being used, and for at least one 
week after its discontinuance, 


1 Rothstein, Jerome, Frick, Paul S., Schiele, 
Bartrum C. Agranulocytosis with chlorpromazine 
therapy. Arch. Int. Med. In Press. 
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Last month I was at an all-day conference 
on—well, let’s say the theme was “Whither 
Psychiatry?” Our host was a public mental 
hospital several hundred miles from where 
you are now sitting. The 650 people who 
had registered included psychiatrists, social 
workers, occupational therapists, nurses, and 
psychologists. I saw one station wagon draw 
up and disgorge six people—the entire staff 
of a mental hygiene clinic which closed for 
the day to permit its two teams to attend. The 
host hospital’s outpatient department saw no 
patients that day either. More than a hundred 
salaried psychiatrists were there but only a 
handful of private practitioners. 

By doing a little snooping (an epicene 
form of Peeping Tomism), I learned that 
many of them attended 3 or 4 all-day work- 
shops (conferences, seminars, institutes) a 
year plus as many annual meetings or regular 
conventions. On this day, the lost profes- 
sional man-power aggregated, I calculate, 
about 700 man-days. 

By now almost every large, sophisticated 
public hospital system holds several such 
conferences annually, As soon as one hospi- 
tal in the network breaks into the newspapers 
with its “seminar” (institute, workshop, and 
so on), each other hospital in the system 
comes to the Commissioner in a hurt tone 
and wants to arrange an “institute” (seminar 
or workshop) of its own. 

You and I complain how understaffed our 
hospitals are and how long the waiting list 
in our clinics. Is it not then ill-advised to 
divert so much patient-contact manpower 
into patient-empty conferences? I know the 


From time to time it seems desirable to 
acquaint the readers of the Journal with 
some of the problems of the editorial office, 
particularly such as are of direct interest to 
both those who read and those who contribute 
to the pages of this publication. 

In the January 1954 issue, under the above 
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COMMENTS 


CONFERENCES AND THE CONSCIENCE 


SHOP TALK 


answer : psychiatry must march forward and 
these institutes are milestones on the road of 
progress, seed-beds of intellectual ferment. 
They help us, to coin a phrase, keep a sharp 
edge on our skills. 

Brethren, let us not kid ourselves. Many 
of these conferences serve as social arenas 
rather than as intellectual shots in the arm. 
I do not refer to the annual meeting of the 
A.P.A., or the Mental Hospital Institute, or 
similar top-level meetings. But in the typical 
one-host-hospital seminar, institute, confer- 
ence, or work-shop, one sees people drifting 
into and out of the lecture hall, yoo-hooing 
at long lost colleagues, while the big name 
drones on. Knots of people are gathered in 
corridors. Some are even asleep in their seats. 
If the speech is worth while we assume it 
will be published; there is no need to feel 
guilty about not listening to it. 

Why, then, do we have the conference, 
institute, seminar, workshop? To give the 
host-institution some page-I newspaper 
space? Right. And also—let’s face it—to 
give you and me a day off, a change, a chance 
to renew old friendships. These are amiable 
goals. We are entitled to them. 

But not on company time. With long wait- 
ing lists, overcrowded, understaffed wards, 
a crying shortage of professional manpower, 
how can we justify this dribbling away of 
thousands upon thousands of hours of pa- 
tient-contact time ? 

Whither our Superego? 
Henry A. Davipson, M.D., 
Cedar Grove, N. J. 


caption, it was pointed out that not alone 
papers from the annual program of The 
American Psychiatric Association are eligible 
for publication but that significant material 
from any source is always acceptable, having 
regard to the limited space in the Journal. 
The rather elaborate method by which papers 
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are selected by the editorial board for publi- 
cation was also explained in the January 1954 
Shop Talk. 

A serious problem for several years, and a 
crucial one during the past year, has been the 
vastly increased number of contributions re- 
ceived in the editorial office, with the inevit- 
able request that has gone out to many 
writers of papers to seek publication in some 
other vehicle where space might be available. 

Beginning with the present issue, the 
Journal is enlarged by 16 pages. This will 
ease the situation, but only slightly, and 
it will still be necessary in many instances to 
urge distribution of contributed articles to 
other publications. To provide for all the 
submitted manuscripts that would be suit- 
able to print in the Journal, many more pages 
would be needed than those presently added, 


EVOLUTION 
As if to demonstrate, by a striking example, the impossibility of erecting any cerebral 


the cost of which is prohibitive. We are in 
a position not unlike that of the public mental 
hospitals, where new buildings only partially 
relieve the overcrowding. 

We trust that contributors will understand 
the difficulties and exercise forbearance when 
manuscripts must be returned to them for 
disposal elsewhere. It should also be kept 
in mind that articles should be written in the 
briefest form consistent with clear presenta- 
tion. The simple fact is that the most concise 
statement possible is likely to give the clear- 
est view of the facts. Not infrequently a 
worthwhile report can be accepted if con- 
densed to the dimensions of a single page 
(550 words) to appear in the section allotted 
to miscellaneous items. It then has also the 
advantage of earlier publication than would 
otherwise be possible. 


barrier between man and the apes, Nature has provided us, in the latter animals with an 
almost complete series of gradations from brains little higher than that of a Rodent, to 
brains little lower than that of Man. And it is a remarkable circumstance that though 
so far as our pursuit of knowledge [1862] extends, there is one true structural break 
in the series of forms of Simian brains; this hiatus does not lie between Man and the 
Man-like apes, but between the lower and the lowest Simians; or, in other words, between 
the old and the new world apes and monkeys, and the Lemurs. . . . 

So far as cerebral structure goes, therefore, it is clear that Man differs less from the 
Chimpanzee or the Orang, than these do even from the Monkeys, and that the difference 
between the brains of the Chimpanzee and of Man is almost insignificant, when compared 
with that between the Chimpanzee brain and that of a Lemur. 

[Allowance must be made, however, for a] striking difference in absolute mass and 
weight between the lowest human brain and that of the highest ape. .. . 

I have endeavoured to show that no absolute structural line of demarkation .. . can 
be drawn between the animal world and ourselves; and I may add that the expression of 
my belief that the attempt to draw a psychical distinction is equally futile, and that even 
the highest faculties of feeling and of intellect begin to germinate in lower forms of life. 


—Tuomas H. Huxtey, 
Man's Place in Nature 
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Lasker Awarps.—Among the 1955 medi- 
cal winners of the Lasker awards, founded 
10 years ago by Albert and Mary Lasker, 
were Karl and William Menninger for their 
pioneer work in building up the Menninger 
Foundation for the care and treatment of 
mental illness and the training of psychia- 
trists. The award was presented by the 
American Public Health Association at their 
annual meeting in Kansas City, Missouri. 

Another award went to Robert D. Defries, 
who has recently retired as director of the 
School of Hygiene and of the Connaught 
Medical Research Laboratories, both of the 
University of Toronto. Dr. Defries had 
guided and expanded the work in these two 
departments for 15 years. Especially note- 
worthy has been the part the Laboratories 
under his direction have played in the devel- 
opment of the Salk vaccine. There have been 
throughout Canada no untoward conse- 
quences of the use of Salk vaccine produced 
by the Connaught Laboratories. 

Beginning with anti-tetanus serum in 
World War I, these Laboratories have manu- 
factured, on a nonprofit basis, many biolog- 
ical products essential in the prevention and 
treatment of various diseases. 

It is a significant historical item that the 
School of Hygiene and the Connaught Lab- 
oratories were founded by another great 
Canadian doctor, John Gerard FitzGerald, 
who died in 1940 and whose enduring monu- 
ment these two world-famed agencies consti- 
tute. And it is an interesting circumstance 
that FitzGerald began his medical career as 
a psychiatrist, training in mental institutions 
in Toronto, Buffalo, and Baltimore. Return- 
ing to his alma mater, he was appointed 
pathologist and clinical director of the To- 
ronto Hospital for the Insane and demon- 
strator in psychiatry in the University of 
Toronto (1907). 

But FitzGerald was preoccupied with the 
biological basis of mental illness as in other 
diseases, and was granted leave to extend 
his studies in pathology, bacteriology, and 
serum and vaccine therapy at Harvard and 
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in several European centers. It seemed to 
him in those early days that greater progress 
was possible in these fields than in clinical 
psychiatry. With his long vision he could see 
the work that lay ahead ; in short, he became 
Canada’s pioneer in hygiene and public health 
education and in providing the biologicals 
necessary to prevent and cure disease. 

FitzGerald did not forget the lessons of 
psychiatry which his native wisdom knew 
how to deal with and turn to account, and 
which without that tempering wisdom would 
have served little purpose. At any rate, the 
result was the pre-eminent organizer and ad- 
ministrator that he became as well as the keen 
scientist who could lay his plans for the 
splendid goals, near and more remote, that 
he was determined to reach. As Dean of the 
Medical Faculty of the University of To- 
ronto, in his dealing with staff and colleagues, 
and employees in many relationships, Fitz- 
Gerald exemplified the best teachings of 
mental hygiene. 

It seems worthwhile to make these obser- 
vations about a promising young psychiatrist 
who turned biologist, following the path he 
felt psychiatry should go. It took him far 
outside the narrower field but left a pattern 
in that first decade of the twentieth century 
which in the sixth decade psychiatry as a 
biological science profitably follows. 


AmeriIcAN Pusiic Associa- 
TION-MENTAL HeaLTH SecTION.—At its 
83rd annual meeting, November 14-18, 1955, 
at Kansas City, the Governing Council of the 
American Public Health Association estab- 
lished a Mental Health Section. Its officers 
are: John D. Porterfield, M. D., Ohio; vice- 
chairman, Paul V. Lemkau, M.D., New 
York ; secretary, Rema Lapouse, M. D., New 
York. Council members: Ernest Gruenberg, 
M.D., New York, Ruth Simonson, R.N., 
New York; Benjamin Pasamanick, M. D., 
and Dorothea Dolan, M.S. W., Illinois. 

The new Section on Mental Health will 
integrate this field into the structure of the 
Association more intimately than has been 
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the case in the past. The Committee on Ad- 
ministrative Practice, one of the basic policy 
formulating groups in the Association and 
responsible for many of its publications, es- 
tablished a subcommittee on mental health, 
and the Committee on Research and Stand- 
ards received a report on this feature of 
mental health work. 

At the annual meeting a number of papers 
were presented dealing with mental health 
topics particularly relevant to the functions 
of the Association. 

The new Section welcomes as members 
all who are interested in the epidemiological 
and administrative problems concerned with 
bringing mental health services to popula- 
tions. Application blanks for membership 
in the American Public Health Association 
may be obtained from the Association’s 
offices at 1790 Broadway, New York 19, 
N.Y. Membership in a section is a part of 
making the basic application. 


New York Strate Psycuiatric INsti- 
TUTE.—Dr. Leon Roizin has been appointed 
principal research scientist, neuropathology, 
September 16, 1955, to succeed Dr. Armando 
Ferraro who retired last year. 

Dr. I. Herbert Scheinberg has resigned 
his position as principal research scientist, 
internal medicine, as of October 31, 1955, 
to accept the post of associate professor of 
medicine at the Albert Einstein School of 
Medicine. Dr. Bernard C. Holland has been 
appointed to fill this post, effective Novem- 
ber 1, 1955. 


OBSCENITY AND THE Arts.—The Autumn 
1955 issue of Law and Contemporary 
Problems is a special number devoted to 
the subject “Obscenity and the Arts.” The 
topic is dealt with by 10 contributors who, 
together, cover various aspects of the sub- 
ject—anthropological, aesthetic, psychologi- 
cal, legal, moral, cultural, etc.—making up 
a comprehensive survey. 

Law and Contemporary Problems is a 
quarterly published by the Duke University 
School of Law, Durham, North Carolina. 
Annual subscription is 5 dollars; a single 
copy, 2 dollars. 


INTERPRETING PsyCHIATRIC NURSING TO 
THE Pus.ic.—An article with this title, by 
Prof. Marion E. Kalkman, in the November 
issue of the American Journal of Nursing, 
emphasizes the increasing importance of the 
psychiatrically trained nurse to a nation 
whose number-one health program is men- 
tal illness, and the widespread ignorance on 
the part of the public as to the nature of 
this important profession. Until recent years, 
psychiatrically trained nurses received little 
attention in national nursing organizations, 
and little thanks from the public for their 
arduous services in state and private men- 
tal hospitals. 

It is disturbing to learn that there are 
fewer than 9,000 psychiatrically trained 
nurses in the United States today—a ratio of 
1.3 per every 100 patients. Prof. Kalkman 
concludes that in order to increase the appeal 
to nurses of this demanding profession and 
at the same time make the public aware of 
the vital role it plays in the treatment of hos- 
pitalized mental patients, the psychiatric 
nurses themselves must assume responsibili- 
ties within their own local communities 
through which they can make their profes- 
sion better recognized, and, at the same time, 
give full support to the National League for 
Nursing and the American Nurses Associa- 
tion, both of which have subdivisions devoted 
to promoting the training and recognition of 
psychiatric nurses. 


CoLoneL Porter.—The 
death of Dr. Porter occurred September 24, 


1955, at Albuquerque, New Mexico. Dr. 
Porter had been in the U.S. Army Medical 
Service since 1918. He was director of the 
School of Military Neuropsychiatry at Law- 
son General Hospital from 1942-46 and at 
Fort Sam Houston, Texas, 1946-47. He re- 
tired in the latter year, since which time he 
had served as superintendent and medical 
director of Los Lunas mental hospital, Los 
Lunas, New Mexico. 

As director of the School of Military Psy- 
chiatry, he was instrumental in influencing 
many young doctors to pursue specialized 
training in psychiatry after leaving military 
service. In 1942 he was awarded the decora- 
tion of the Legion of Merit. 
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Dr. Masserman [Lectures in 
AmMeEnricA.—At the invitation of the leading 
universities and neurepsychiatric societies 
throughout Central and South America, Dr. 
Jules H. Masserman, professor of neurology 
and psychiatry at Northwestern University 
medical school and president of the Illinois 
Psychiatric Society, made a lecture tour of 
Brazil, Uruguay, Argentina, Chile, Peru, 
Costa Rica, and Guatemala during Novem- 
ber, 1955. 

The tour, also sponsored by the World 
Health Organization, of which Dr. Masser- 
man is special consultant in psychiatry, was 
designed to foster closer scientific liaison 
with academic, clinical, and research centers 
in Latin America. Dr. Masserman discussed 
recent advances and current problems in 


psychiatry. 


Dr. R. L. Harais.—The death of Dr. 
Richard L. Harris, Manager of Veterans 
Administration Hospital, Montrose, N.Y., 
occurred November 23, 1955. Dr. Harris 
died following a coronary thrombosis at the 
age of 59. 

A graduate of the University of Georgia 
School of Medicine, he had been on the staff 
of the Veterans Administration since 1921. 
He had served for to years as lecturer and 
assistant professor of neuropsychiatry at the 
University of Georgia and later as supervisor 
of the V.A. Postgraduate School, Wash- 
ington, D.C. 

Dr. Harris was a colonel in the Army 
Medical Corps in World War II and since 
1950 he had occupied his last post at Mont- 
rose, serving also as assistant professor of 
clinical psychiatry at Cornell University 
Medical School. Dr. Harris was a Life 
Fellow of The American Psychiatric Asso- 
ciation. 


First NATIONAL CONFERENCE ON Nevu- 
ROLOGICAL DisapiLity.—This first national 
conference was held at Arden House, Harri- 
man, New York, December 5-7, 1955. The 
theme of the conference was “Neurological 
Disability as a National Problem.” It was 
sponsored by the National Health Council 
of which Philip E. Ryan is executive 
director. 


The conference dealt with health prob- 
lems caused by damage or injury to the 
nervous system, including cerebral palsy, 
multiple sclerosis, epilepsy, and certain types 
of blindness and other disabilities. 

Discussion leaders were: Economics—Dr. 
Nathaniel Cooper, Health and Welfare 
Council of New York City; Professional 
and Technical Management—Dr. John W. 
Ferree, American Heart Association; /n- 
formation—Dr. William T. Sanger, Presi- 
dent, Medical College of Virginia; Prepara- 
tion for Mature Existence—Dr. Herschel W. 
Nisonger, Ohio State University, and Re- 
search—Dr. Pearce Bailey, Director, Na- 
tional Institute of Neurological Diseases and 
Blindness. 


Honor To Dr. Notan Lewis.—We are 
grateful to Dr. Lawrence C. Kolb, Director, 
N.Y. State Psychiatric Institute, for the fol- 
lowing information : 

On the afternoon of Thursday, Octo- 
ber 27, 1955, an oil portrait by Soss Melik 
of Dr. Nolan D. C. Lewis was presented by 
Commissioner Paul Hoch to the New York 
State Psychiatric Institute, in the name of 
the Department of Mental Hygiene of the 
State of New York. 

Dr. Lewis was for 17 years, until his re- 
tirement in 1953, Director of the Psychiatric 
Institute and Professor of Psychiatry of the 
College of Physicians and Surgeons, Colum- 
bia University. 

The staff and employees of the Institute, 
the Directors of the hospitals of the New 
York State Department of Mental Hygiene, 
and the members of the Department of Psy- 
chiatry of Columbia University were invited 
to be present at the reception held in Dr. 
Lewis’s honor and for the presentation of the 
portrait. 


Honors ror Dr. KANNER.—The Univer- 
sity of Wisconsin has invited Dr. Leo Kan- 
ner to be Knapp Distinguished Visiting 
Professor at that University from February 
through May, 1956. Dr. Kanner will take 
part in the clinical activities of the depart- 
ment of neuropsychiatry, and will assist in 
planning future teaching activities in the de- 
partment. He will also give several academic 
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lectures to the University faculty during the 
time of his residence on the campus. 

Dr. Merritt Moore to Lecrure IN 
New Merrill Moore is 
spending 2 of the winter months in New 
Zealand, where he has been invited to lecture 
on neurology and psychiatry before several 
medical associations and local medical so- 
cieties. 

Dr. Moore served in New Zealand for 
2 years during World War II. 


Tue 13rH ANNUAL CONFERENCE OF 
THE AMERICAN Group PsyCHOTHERAPY 
AssociATION, INc.—The 13th annual con- 
ference of this Association will be held 
Friday and Saturday, January 13 and 14, 
1956, at the Henry Hudson Hotel, 353 West 
57th Street, New York City. 

Six all-day workshops will meet from 
9:00 a.m. to 12:00 p.m. and from 1:00 p.m. 
to 3:00 p.m. on January 13. Three scientific 
sessions will be held, beginning Friday at 
3:30 p.m., through Saturday, 5:30 p.m. 
For the morning of Saturday, January 14, 
6 round tables have been arranged. Films 
dealing with group psychotherapy will also 
be shown. 


V.A. INstiruTE IN PsYCHIATRY AND 
Nevuro.tocy.—Dr. Harold W. Sterling, 
Manager, has announced that the eighth an- 
nual Institute in Psychiatry and Neurology 
will be held at the Veterans Administration 
Hospital, North Little Rock, Arkansas on 
March 1 and 2, 1956. Participants will in- 
clude the following: Dr. Walter E. Barton, 
Dr. J. B. Bounds, Dr. J. F. Casey, Dr. 
Ralph M. Chambers, Dr. Henry A. David- 
son, Dr. R. H. Felix, Dr. R. Finley Gayle, 
Jr., Dr. R. W. Gerard, Dr. Francis J. Gerty, 
Dr. Granville Jones, Dr. A. Lowell Kelley, 
Dr. Lawrence C. Kolb, Dr. Theodore Lidz, 
Dr. Karl A. Menninger, and Miss Mary Red- 
mond. 

Dr. R. Finley Gayle, Jr., President of The 
American Psychiatric Association, will be 
the principal speaker at the dinner session 
Thursday evening, March 1. On Wednesday, 
February 29, preceding the institute proper, 


there will be seminars in clinical psychology, 
social service, and psychiatric nursing. 

Tue Society ror PsycHosomatic Re- 
SEARCH.—Dr. Desmond O'Neill of Univer- 
sity College London, secretary of this new 
society, writes to report its establishment in 
the spring of 1955. At the present time, 
meetings are held every 2 or 3 months; pa- 
pers on clinical and experimental problems 
in psychophysical relationships are read and 
discussed. 

One of the Society's aims is to maintain 
contact with colleagues in other countries 
who are working on similar lines. 

Other officers of the Society are: presi- 
dent, Dr. Linford Rees; vice-president, Dr. 
Denis Leigh ; treasurer, Dr. Philip Hopkins. 
The secretary may be addressed at Univer- 
sity College London, Gower Street, W C 1, 
London, England. 


THe AMERICAN OrTHOPSYCHIATRIC As- 
SOCIATION, INc.—The 33rd annual meeting 
of the American Orthopsychiatric Asso- 
ciation will be held at the Commodore 
and Roosevelt Hotels in New York City, 
March 15-17, 1956. 

The Association, for the first time, or- 
ganized a Combined Book Exhibit at the 
meeting in Chicago in 1955. A similar ex- 
hibit in 1956 will be located in the foyer of 
the Grand Ballroom of the Commodore 
Hotel. The professional fields represented 
in attendance are: psychiatry, psychology, 
social work, sociology, anthropology, edu- 
cation, and public health. 


Tue Society ror CLINICAL AND Experti- 
MENTAL Hypnosis.—The 6th annual meet- 
ing of the society was held at the New York 
Academy of Sciences on December 3, 1955. 
The newly elected officers for the forthcom- 
ing year are: president, Bernard B. Ragin- 
sky, M.D., Montreal; vice-president, 
Frank A. Pattie, Ph. D., University of Ken- 
tucky; executive secretary, Harold Rosen, 
M.D., Johns Hopkins University ; treasurer, 
Jacob Stolzenberg, D. D. S., Brooklyn, N.Y. 


RorscHacu Carl J. 
Nitsche and Edward T. Parsons have com- 
pleted a study entitled, Rorschach: A Com- 
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prehensive Subject-Author Index to 1954. classified according to its subject matter. 
Included is the most comprehensive Ror- Microfilm copy can be obtained for $4.50 
schach bibliography to date; 2,136 publica- from University Microfilms, Ann Arbor, 
tions are listed. Each of these has been Michigan. 


SPECIAL NOTICE 
AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


At the October 1955 meeting of the American Board of Psychiatry and 
Neurology, Inc., the following regulations were adopted : 


1. All applicants who wish to qualify for examination for certification in 
psychiatry or neurology under the regulations relating to training credit, and 
who began training on or after July 1, 1956, must show that at least 24 months 
of their residency training have been secured in residency training programs 
approved for at least 2 years of residency training in the specialty in which 
they seek certification. 

2. Because of an increase of all expenses in conducting the examination, the 
following fee schedule will be in effect as of January 1, 1956: 


. Application fee—$50.00 

. Examination fee—$75.00 

. Complete re-examination fee—$75.00 
. Partial re-examination fee—$50.00 


Davip A. Boyp, Jr. M.D., 
Secretary-Treasurer. 
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MANAGEMENT oF AppicTions. Edited by Edward 
Podolsky, M.D. (New York: Philosophical 
Library, 1955. Price: $7.50.) 


This book is a collection of 35 papers on addic- 
tion previously published in various journals and 
reprinted here by permission of the editors. There 
is a short foreword, a list of the papers and the 19 
journals in which they originally appeared, and an 
index of persons (authorities) mentioned in the 
papers. The date of publication and name of the 
journal in which a specific paper appeared is never 
mentioned. By examining the dated references 
given with 30 of the papers one finds that only one 
of the 30 could have been published prior to 1946. 

The book is divided into Part One, “Alcohol 
Addiction,” 26 papers, and Part Two, “Drug Ad- 
diction,” 9 papers. The papers on alcoholism deal 
mainly with theories of causation and methods of 
treatment and are of varying degrees of merit. 
Psychodynamics and psychotherapy, including psy- 
choanalysis, are covered briefly in 3 papers. 

Alcoholism as a genetotrophic disease (Roger J. 
Williams), a disease of “nutritional deficiency re- 
sulting from inherited peculiarities in the chemistry 
of metabolism,” is presented in 2 papers. 

In 3 papers, one in the drug addiction section, 
hypoadrenocorticism, either constitutional or ac- 
quired, is stressed as a causitive factor in alco- 
holism by 2 collaborating authors. According to 
them, “the safest and most useful medical adjunct 
in the treatment of alcoholism” is adrenal cortical 
extract (ACE). They also give it for the other 
addictions. 

The aversion conditioned-reflex treatment is pre- 
sented in papers from the Shadel Sanitarium, 
Seattle, and the Washington Hospital, Boston. Im- 
pressive results are reported. 

From an excellent report on a comprehensive re- 
search project at the Langley Porter Clinic, San 
Francisco, one may learn what to expect and fear 
from Antabuse. The Antabuse treatment is men- 
tioned favorably in several other papers. 

There are papers on other types of therapy for 
chronic alcoholism as well as treatment of postin- 
toxication states and the general problem of al- 
coholism. 

It is doubtful whether some of the papers merit 
inclusion in a serious book on alcoholism and there 
is too much repetition due to the inclusion in sev- 
eral instances of more than one article by the same 
author dealing with the same subject or closely 
related phases of the same subject. One author's 
name appears on 5 papers. 

The papers in part two, on drug addiction, deal 
mostly with drugs covered by “anti-narcotic” laws, 
but barbiturates, other hypnotics, Benzedrine, and 
a few other drugs are included. Naturally most at- 
tention is given to the opiates. Group psychotherapy, 
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hospital treatment of addicts, and the general prob- 
lem of drug addiction are dealt with in 4 creditable 
papers. Although withdrawal therapy is dealt with 
acceptably and in proper perspective, but not 
thoroughly, in 3 of these papers, there is no ade- 
quate paper on the subject. 

Careful studies made by different research groups 
in recent years have discredited many withdrawal 
treatments that were formerly much used. Some of 
these, highly touted as being painless and even per- 
manently curative, have been proved useless, harm- 
ful, and even dangerous to life, but it seems inevita- 
ble that treatments no better than these will con- 
tinue to appear. Three of four papers dealing with 
specific withdrawal methods detract from the value 
of the book. 

Despite incomplete coverage, irritating repeti- 
tions, the omission of dates of publication, and the 
inclusion of several papers of questionable value, 
this book is a useful source of information about 
the addictions. 

Lawrence Kors, M.D., 
Washington, D. C. 


TRAINING FoR HuMAN Retations. (AN INTERIM 
Report.) By F. J. Roethlisberger, George F. 
Lombard, and Harriet O. Ronken. (Cambridge: 
Harvard University, 1954. Price: $2.00.) 


This is a report of the first 3 years of a 10-year 
experimental project in the training of practitioners 
for human relations conducted at the Harvard 
Graduate School of Business Administration under 
a grant from the Ford Foundation. It is a thought- 
provoking, stimulating, and, at the same time, ir- 
ritating book. First for the irritation: Although 
this is a case report of a particular experiment in 
education, and although the core of the program 
was the case method, with a repeated insistence that 
the skill is to be learned in concrete situations, there 
is almost no concrete case material in the book. 
Though the authors say repeatedly in effect, “This 
has been a very disturbing and trying experience 
for both the students and the faculty,” the reader 
is left to guess what the specific trials and upsets 
were. As the reader turns to each new chapter, he 
says to himself, “Well, perhaps here I'll find out 
what actually happened,” but he never does. The 
report is concerned with the general problems, 
principles, and theory that have emerged from the 
experiment. 

The objective was to increase human relations 
skill of “second level practitioners.” By this the 
authors mean men who will work in industry to 
improve this skill in supervisors at all levels. The 
acquisition of theoretical knowledge and the de- 
velopment of research ability was incidental to this 
central purpose. The distinction which the authors 
made between theoretical knowledge and skill is 
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somewhat analagous to that which mental hygienists 
make between intellectual and emotional under- 
standing. 

By human relations skill the authors mean the 
ability to understand the total dynamics of specific 
situations—including the practitioner's own per- 
sonality and needs—and the ability to respond ap- 
propriately to this understanding. They emphasize 
that the total situation is a complicated multidi- 
mensional affair, and they pick out 5 interrelated 
dimensions which the practitioner must be able to 
take into consideration. These are (1) norms of 
behavior, (2) ideals of behavior, (3) personality, 
both that of the individual or group members being 
helped, and that of the practitioner himself, (4) 
purpose, i.e., the purpose of the group as a whole in 
relation to what George Homans called “the ex- 
ternal system,” and (5) science. 

That students might have varied experiences in 
which they would deal with this multidimensional 
system, they were placed in the following situations : 
(1) They observed discussion groups in human re- 
lations of the regular business school courses. (2) 
They led discussion groups. (3) They observed 
working groups in nearby factories. (4) They had 
personal counselling with the faculty members. (5) 
They undertook counselling of other students in 
the school. (6) They met regularly as a group to 
discuss all aspects of the training program. 

There is much in the purpose and the methods 
of the program which parallels the training of psy- 
chiatrists and psychiatric social workers. The chief 
difference is that in the latter there is much more 
use of theory than in the former. While the faculty 
of the Harvard Business School professed to have 
adopted the case method of teaching from medicine, 
they seem to have missed the fact that the medical 
student comes to his case experience only after a 
very thorough training in the basic medical sciences. 
While it is unquestionably true that theory can be 
taught in such a way as to stultify the capacity to 
learn from experience, it is equally true that it can 
be taught in such a way that it facilitates the as- 
similation of experience by the student. 

It is the reviewer's hope that this report will be 
followed by another which tells what actually 
happened. 

Temrpte Burne, 
N. Y. State School of Industrial and 
Labor Relations. 


Psycuutay. By W. Mayer-Gross, M. D., 
Eliot Slater, M.D., and Martin Roth, M.D. 
(Baltimore: Williams and Wilkins, 1955.) 


Although this book is dated 1955, it reads like 
something written a half-century ago. For epi- 
lepsy, phenobarbital is the number-one treatment, 
but “some patients respond better to bromides.” 
Neurasthenia is discussed (“fatigue occurs at the 
synapse”) and the physique of the neurasthenic is 
detailed (narrow build, thin bones, visceroptosis). 
Treatment: “These patients, as a rule, are satisfied 
with the prescription of a tonic medicine or some 
other placebo.” As for sleepwalking, this “is easily 


influenced by suggestive therapy.” We are told that, 
in children, “nightmares are relatively harmless.” 
Treatment: “A nourishing night cup” (or do they 
mean night cap?). Enuresis, they say, is a symptom 
which may disappear “as a result of change of 
environment, such as a holiday with friends.” 

Other highlights of this text: for paranoid reac- 
tions the prescription is “superficial psychotherapy, 
reassurance, sensible, practical advice and encour- 
agement to keep manifestations of delusional ideas 
within social bounds.” On sexual deviations: “Most 
persons who choose for preference a deviant sexual 
activity are free from other important psychiatric 
symptoms and are no source of difficulty to society 
or themselves.” As for emotional factors in the de- 
velopment of schizophrenia, “It seems improbable 
that a severe mental illness leading to deterioration 
and destruction of the personality could be psycho- 
genically determined even if a strong genetic predis- 
position is assumed .. . psychological factors do 
not frequently precipitate a schizophrenic illness or 
attack.” 

About interview technics: “The free interview 
may deteriorate into a conversation on the social 
level .. .”; and “It is more important to know 
what the facts are than to know what the patient 
makes of them.” And how about this one: “The 
hysteric is not infrequently a malingerer.” As for 
anorexia nervosa, the treatment is to have “a nurse 
personally assist at every meal.” And, “failure .. . 
is nearly always attributable to insufficiently skilled 
nurses.” (That ought to make the doctor feel 
better.) 

Perhaps it is cruel to record these transcripts. 
While they do represent the authors’ thesis, they are 
tern out of context—though not unfairly so. At 
any rate, this book takes the intransigeant position 
that emotional diseases are physically produced. 
The authors expect a physical cause will be found 
for schizophrenia, for instance. They look for 
genetic factors first. Manic-depressive psychoses, 
schizophrenia, and mest other psychiatric disorders 
are considered due to poor constitutional stuff with 
which the patient is born. 

They reject social, psychological, and cultural 
factors as meaningful contributors to mental ill- 
ness—allowing them only a vague and modest pe- 
ripheral position. Psychiatry, they insist, concerns 
itself only with mental illness, and “patterns of be- 
havior studied in communities are not necessarily 
of immediate relevance.” They quote Lidz as say- 
ing that schizophrenia is a deviation of personality 
development (sounds obvious, doesn’t it?) and then 
add “there is much weighty evidence against that 
view.” 

Psychoneurosis and psychopathy are in the same 
chapter, since the authors accept Kurt Schneider’s 
thesis that psychoneurosis and psychopathy are parts 
of a continuum with only quantitative differences. 

All major psychiatric syndromes are considered. 
The book includes an excellent schema for psy- 
chiatric examination. It includes a lengthy chapter 
on mental deficiency. The authors favor “eugenic 
prevention.” And I learned a few new things: 
Item, that “in the United States, a considerable 
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fraction of the income of the average citizen is 
spent on alcoholic drink” ; and I also learned about 
Jakob-Creutzfeldt’s Disease. Before reading this 
book I never knew what it meant. Now I know. 
Hewry A. Davinson, M. D., 
Essex County Overbrook Hospital, 
Cedar Grove, N. J. 


PSYCHOANALYTIC INTERPRETATION IN RorSCHACH 
Testinc: THeory AND AppLiCATION. By Roy 
Schafer, Ph.D. (New York: Grune & Strat- 
ton, 1954. Price: $8.75.) 

A book on the Rorschach test as seen through 
the medium of psychoanalytic principles has long 
been overdue. Rorschach was himself a psycho- 
analyst, and a psychoanalytic rationale underlies his 
test. Many of the reports currently being published 
are accenting interpretation of content borrowing in 
varying degrees from psychoanalytic thinking. 
Schafer’s book is, however, the first that undertakes 
a full and systematic psychoanalytic exposition of 
Rorschach test productions. 

In the first section in chapters headed respec- 
tively, Interpersonal Dynamics in the Test Situa- 
tion, and The Response Process, Schafer de- 
scribes, and in welcome detail, the psychological 
atmosphere and the variations in it which make up 
that first essential in Rorschach test procedure—ob- 
taining the test record. The many possible de- 
viations from a “standard” technique, especially in 
a test in which the patient’s freedom is of the es- 
sence, are well known, as are the pitfalls which 


they present on the way to interpretation. The 
thorough systematic research on this problem is 


still to be done. Schafer’s numerous observations 
are pertinent and, what is more important, he 
provides valuable discussion of the effects of inter- 
personal relations between the examiner and pa- 
tient on the test results. 

His next 2 chapters, Thematic Analysis, and 
Criteria for Judging the Adequacies of Interpreta- 
tions, describe his own interpretive approach. The 
importance he gives to the chapter on thematic 
interpretation is significant. This is the core of 
Schafer’s contribution and we return to the point 
presently. Users of the test will in any event be 
grateful for the “themes and variations” (pp. 130- 
138). Whatever the degrees of validity in the 
listed responses, it is good to have this frame of 
reference. One can read only with pleasure the 
“postscript” (pp. 138-139) regarding the scientific 
problems involved in getting at the meaning of 
Rorschach test content. Similarly the 6 criteria 
which the author sets up for judging one’s test 
report are valuable to have in print and will serve 
good purpose in instruction. 

Most important and most needed at present are 
chapters 6-10. The first of these, Introduction to 
the Interpretation of Defenses, is the first sys- 
tematic attempt at exposition of the psychologic de- 
fenses as manifested in Rorschach test responses. 
This general chapter is followed by one each on the 
repression, denial, projection, and obsessive com- 
pulsive defenses. Each of these chapters includes 
4 case records with illustrative interpretations. 


My reaction to the book as a whole is that, in his 
absorption with content, Schafer is seriously ne- 
glecting formal personality structure. Rorschach’s 
unique contribution to personality testing was in 
designing an instrument making possible the struc- 
turing of the psychologic forces composing the per- 
sonality, the impersonal forces. The present em- 
phasis on content certainly adds to the usefulness 
of the instrument; however, in focusing on it to 
the exclusion of structure, psychologists are revert- 
ing to the pre-Rorschach period when approaches 
to personality (as in the word-association experi- 
ment) were bound to content. The great progress 
in penetrating personality by psychological tools, 
with fruitful contributions in clinical diagnosis as 
well as in personality theory, and in the more gen- 
eral field of perception, can trace its origin to the 
publishing of Rorschach’s Psychodiagnostik. To 
jettison the formal personality structure is itself a 
regression. 

A second major criticism bears on the theory 
within which Schafer works. This is especially ex- 
plicit in his criticism of Phillips and Smith (pp. 33 
and 143). He calls them to task (p. 33) for an 
approach which “runs the risk of leading to what 
may be called a Rorschach theory of personality— 
an intra-test, closed system of inferences that pre- 
sumes to encompass the total personality.” On this 
point the issue must be squarely jointed. It is this 
reviewer's position that the Rorschach, or any 
other psychological instrument, is such only if it 
is adequate by its own assumptions and produces 
results which are thus logical. It must of course 
have validity. That is, it must be accurate as 
checked by criteria outside itself—results obtained 
on the same patients by other methods. Psycho- 
analytic findings provide the best outside criteria 
for testing the Rorschach, but they can not be 
applied until after the test results have been com- 
pleted exclusively by the principles with which it 
presumes to operate. Unless so, the findings are 
likely to be not those of the test, but from outside 
sources, and by psychoanalysis in particular. Some 
of Schafer’s interpretations do in fact appear to be 
just that: psychoanalytic findings rather than 
those from the test record. Thus (p. 198), what 
evidence is there in the test protocol, that to this 
woman patient, the “orchid” has “passive-receptive 
connotation”? or (p. 198) that “the seven dwarfs 
in Snow White” is “fantasy or hope of being the 
lovely, innocent, virginal (sexually repressed) little 
girl who is waited on hand and foot by gallant, 
sexless and somewhat foolish, depreciated beaux” ? 
The limits of a review do not permit more exam- 
ples. If the quoted interpretations do have these 
meanings to the patient, Schafer knows them from 
his knowledge of psychoanalysis. In interpreting as 
if from the test, he is committing the fallacy against 
which he wisely warns throughout his book, that 
of overinterpreting beyond the test data. 

The neglect of structure is only too obvious in 
his case interpretations. The author does, to be 
sure, in his general exposition, constantly refer to 
formal structure, but he uses it very little. Thus in 
his illustrative case material, he seriously fails to 
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exploit each record’s potential for uncovering the 
dynamics in the individual producing it. One as- 
pect of this inadequacy appears in Schafer’s total 
discarding of important technique, e.g. sequence. 
One investigator (Skalweit) looks on sequence as 
next to pathognomic for schizophrenia. Schafer 
makes a valuable suggestion for the “extended F +” 
against Rorschach’s original “basic F+.” This re- 
viewer, as happens, did, in 1931, spend some months 
in experimenting with the extended F+ as de- 
scribed by Schafer and tried it out against Ror- 
schach’s basic F +. Validating by the clinical rec- 
ords (in the Boston Psychopathic Hospital) he 
found that Rorschach’s F+- consistently gave more 
valid results. However, an investigation of the 2 
methods is in order. A very serious error in test 
administration is that of obtaining the inquiry after 
each test card rather than at the close of the test 
as a whole (p. 76). Rorschach is explicit on this 
point: “Nur darf man die Versuchsperson niemals 
wahrend des Versuchs selbst dariiber befragen, 
sondern immer erst nach Erledigung des ganzen 
Versuchs” (Psychodiagnostik, p. 26). He is here 
writing about M only. But at another point he 
makes it clear how concerned he is, with an experi- 
mentalist’s caution: “Hauptsache ist, dass das Ex- 
periment méglichst frei von allem Zwange durch- 
gefiihrt werde” (ibid., p. 16). Questioning con- 
cerning one test figure before the next one has been 
presented can not help but set up interpersonal re- 
lations, such as Schafer describes, affecting the 
patient, and hence distorting the results. 

Returning to the book’s merits, in his exposition 
of the defenses, Schafer has made ingress into an 
uncharted and difficult terrain in Rorschach test 
study. His penetration here is illuminating, at 
times exciting. These chapters are bound to be a 
stimulus for fruitful labor in a sector where it is 
now most needed. Close in importance is the stimu- 
lus which the book will give to the decidedly 
needed research on interpretation of content, but 
within a strictly Rorschach sphere of reference. 
This will sharpen the test for clinical diagnosis as 
well as in personality investigation generally. 
However, content or personal dynamics has mean- 
ing only in relation to psychologic structure of the 
personality: how strong or how weak a character 
has the patient, how bright or dull is he, how emo- 
tional or placid, how imaginative or torpid? These, 
as structure, are the skeleton and vital organs of 
the personality. These must be understood, and to 
do so requires disciplined effort. For those persons 
who have subjected themselves to such discipline, 
and are set solidly on such foundations, Schzfer’s 
book will be a new point of departure and a long- 
time reference source in broadening their interpretive 
understanding. 

S. J. Beck, Pu. D., 


Department of Psychology, 
University of Chicago. 


A Hanosoox or Psycuutry. By Lowis 
Linn, M.D. (New York: International Uni- 
versities Press, 1955. Price: $10.00.) 

It was about time that somebody wrote this 
book. Our specialty abounds in literature but until 


now, no one has offered a practical, well-rounded, 
how-to-do-it volume on hospital psychiatry. Its 38 
chapters fall into 5 broad divisions—the program, 
the staff, the patients, the community, and the hos- 
pital as such. The book abounds in unusual and 
highly practical material. For example, here are 
some items which one seldom sees between the 
covers of any book: how to utilize the laboratory 
in a mental hospital, how can a knowledge of 
architecture help in planning your program, what 
special problems are presented by pregnant psy- 
chotics, how to find out if the V.A. will pay for a 
veteran on your census, how to set up a research 
program, what to do about psychiatric casualties in 
a civilian disaster, how to educate the public about 
psychiatry, how to organize a psychiatric service in 
a general hospital, and how to take notes during an 
interview without distracting the patient or losing 
attention. And, a chapter on how to get along with 
patient’s relatives that should have been written 
long ago but never was. 

The book thus shoots out ideas the way a Roman 
candle shoots sparks. Tincturing the whole volume 
is the concept of the hospital as a therapeutic com- 
munity. There are concise monographs on how to 
use chaplains, social workers, psychologists, music 
therapists, and so on. The chapter on family care 
is almost the worth the price of admission alone. 
Dr. Linn boldly tackles such problems as how to 
recruit, train, and keep good attendants, and how to 
develop a vigorous treatment program for seniles 
and “chronics.” The appendices include a useful 
section on how to formulate a case (wonderful for 
preparing for staff presentation) and a handy 
“characterological inventory.” 

It would be captious to emphasize the book’s 
minor flaws. The author overuses proprietary trade 
names for drugs (generic names would be better, 
since the tradenamed designations he likes are 
commercially owned by single companies). One 
might quarrel with the relative balance of space. 
Thus, I wonder if the release effects and tests us- 
ing sodium amobarbital are worth 6 pages, when in 
only 500 pages of main text, he wants to cover the 
whole field of hospital psychiatry. And of course, 
in packing so many topics within the covers of one 
book, the author was faced with the dilemma of 
either superficial in the coverage of each topic, or 
being detailed, practical but narrowly focussed. He 
chose the iatter and, I think, this was a wise de- 
cision. One could never learn how to administer 
insulin from reading this book, and there is no 
reason one should expect to, but one does get some 
scattered practical pointers on insulin therapy. The 
same applies to recreational therapy, for example, 
or how to handle child patients. In neither instance 
is there an exhaustive treatise; on the other hand, 
there are no glittering generalities either. The 
portions are small, but they are all meat and no fat. 

Taken all in all, this is an extraordinarily com- 
plete and compact work that will provide an alert 
hospital staff with a year of seminar material. As 
the only book of its type, it is, necessarily a pio- 
neer work. Some day I suspect it will be a classic. 

Henry A. Davipson, M. D., 
Essex County Hospital, Cedar Grove, N. J. 
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The response to ‘Thorazine’ “is 
at times striking and dramatic, 
particularly in psychotic persons 
who have been mute and begin 
to communicate verbally after 
having given up the function for 


periods of 5 to 10 years.” 
Goldman, D.: ].A.M.A. 1§7:127 
(April 9) 1955. 


“Thorazine’ Hydrochloride is 
available in tablets, ampuls 


and syrup. 


THORAZINE* 


Smith, Kline & French Laboratories, 
Philadelphia 1 


1 *T.M. Reg. ULS. Pat. Off. for chlorpro- 


an 
$ 
has responded to ‘Thorazine 
oF 
ug 
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Two articles in the April 30th issue of 
The Journal of the AMA’? report on... 


an entirely new type of tranquilizer 
with muscle relaxant action — 
orally effective in THE MILLTOWN MOLECULE 


ANXIETY, TENSION 
and MENTAL STRESS 


not related to reserpine or other tranquilizers 
no autonomic side effects 
selectively affects the thalamus 


well tolerated, not habit forming, effective within 30 
minutes for a period of 6 hours 


supplied in 400 mg. tablets. Usual dose: 1 or 2 tablets 
—3 times a day 


1, L. 8.: J.A.M.A, 157: 2. Borrus, J. C,; J.A.M.A. 157: 
1594, 1955. 1596, 1955. 


Miltown 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate 


A product of original research by 
WALLACE LABORATORIES 


New New Jersey 


LITERATURE AND SAMPLES AVAILABLE ON REQUEST 
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TRAP PH DD / A TRAGEDY OF NO ESCAPE 


’ This Could Have Been 
Avoided With Chamberlin 
Psycho-Security Screens With 
Outside Emergency Lock Releases 


Yes, Chamberlin hinged Psycho-Secu- 
rity Screens in place of bars and fixed 


WHAT PRICE PEACE OF MIND? 


| In addition to these emergency values, 
Chamberlin Psycho-Security Screens 


wire guards, are indeed a modern pro- 
tection when equipped with emergency 


lock releases. They insure against the 
tragedy of no-escape in case of fire, 
and thus they go a long way toward 
reducing the hazard of public lability 
damage suits, and public investigations 


CHAMBERLIN HAS INSTALLED MORE 
PSYCHO-SECURITY SCREENS THAN 
ALL OTHER COMPANIES TOGETHER 


are like a firm hand in a velvet glove 
in the endeavor to bring peace and 
ultimate recovery to disturbed patients. 


They imply no sense of restraint be- 
cause they look like an insect screen 
and, in fact, function as such. Yet the 
high-tensile, shock-absorbing, stainless 
steel mesh insures against damage to 
windows and hazards of self-injury, 
suicide and escape. 


In the Psycho Security 
cen held Chambertin 


EXCLUSIVE CHAMBERLIN LOCK ; 
RELEASE ON OUTSIDE OF SCREEN insist 1 
—READY FOR EMERGENCY RESCUE 


CHAMBERLIN 


3 TYPES MEET 
PATIENT NEEDS 
Detention withutend the 
tho tore CHAMBERLIN COMPANY OF AMERICA 
Special Products Divison 
1254 LA GROSS STREET « OFTHOIT 32, MICHIGAN 


to be expected from 


ern thats been in 


unequalled for security 
PUSH UP 


midly 
protective 


CHAMBLRLIN SERVICES include Miners! Weel Mets! Weather Strips and Merial Combination Windows Beers Mets! levect Screens, Aieminem fiber Glens Awnings 
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UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATOR 


REITER 
the ONLY unidirectional 


current instruments 
authentically backed 
by extensive 

clinical experience with 
over 200 references. 


MODEL RC-47C 
the most advanced 
unidirectional current 
instrument for all 
established techniques. 


FREEDOM FROM SIDE EFFECTS 
Model RC-47C provides remarkable freedom from physical 
thrust, confusion, apnea, memory loss, and other side effects. 


AUTOMATIC SAFEGUARDS 
Amazing reduction of thrust is automatically provided even 
at full scale current. Patients are often breathing before 
completion of seizure. 


PREFERRED FOR AMBULATORY PRIVATE PRACTICE 
During treatment patients do not disturb quiet office atmos- 
phere since confusion and excitements are avoided. These 
features are equally valuable in hospitals. 


VERSATILE EASY TO OPERATE 
The simple controls allow all established techniques. Merely 
switch to treatment and adjust current with only one con- 
trol knob. 


INCREASED EFFICIENCY OF CURRENTS 
Minimal stimulation is required to produce an effective 
seizure. The use of such biological currents tends to elimi- 
nate the undesirable electrical energy component which is 
the cause of unwanted side effects. 


RUGGEDNESS AND ACCURACY 
These instruments do not require adjustment for very long 
periods of time. Yet they are so accurate as to allow for 
delicate work within the brain. 


ADVANCED TECHNIQUES 
Current, improved techniques are based on Model RC-47C 
and provide the means of treating resistant and difficult 
cases with therapeutic success. 


Write for bibliography of references. 


THIs 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
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RLECTROSTIMSLATOR 
USEDBY THE FOREMO: 
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Officially Anproued 
Jushrument 


Unequalled for ease 

of operation in the 
application of 

AC current, the durable 


MOL-AC Il 


TRADE MARK 


incorporates NEW, 
clinically proven 
principles designed 
to reduce fracture 
hazards. 


At a touch of the finger, the Mot-Ac 1 automatically 
provides for an initial application of current ingeniously 
softened to greatly reduce thrust. There are no compli- 
cated dial settings, no warm-up delays, no manual timing 
devices—-just plug into ordinary AC house current and 


use, 


Originally available only in a 3 x 5-inch steel case, the 
Mot-Ac 1 may now be ordered in a handsome walnut 
cabinet with a Bakelite control panel. Prices are $85.00 
in steel case, $90.00 in walnut case; physician’s bag and 


attachments are $10.00 additional. 


The Mot-Ac 1 is still available at $55.00 in steel case; 
$60.00 in walnut case, plus $10.00 for physician’s bag and 


attachments. 


Literature is available on Dalter’s Photic-Stimulator 
which, together with stand, is priced at $125.00. All 
prices F.O.B., New York. 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW; YORK 36, N. Y. 
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SEIZURE 


Relax 


the nervous, 


tense, 
emotionally unstable: 


eC er Ol (Pure crystalline alkaloid) 


Each tablet contains: 


Reserpine 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0,25 mg. in bottles of 100 

and 500 
1,0 mg. in bottles of 100 
The Upjohn Company, Kal 


feserpoid’ 
Wa 
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metabolism 
4 inthe 
| older patient 


cerebral: 


‘a CEREBRAL tonic 


L-Glutavite is specifically formulated to assist in the treatment of geriatric 
patients whose symptoms of weakness, apathy and fatigue are character- 
istic of waning cerebral metabolism. Himwich' reports excellent results 
with sodium glutamate in such cases, while Lehmann states that “a trial 
with nicotinic acid is always indicated . . .”* By combining these key 
factors with other vital nutritional elements, L-Glutavite effectively in- 
creases cerebral blood flow while it enhances the ability of cerebral tissue 
to utilize the increased nutrients provided. This unique therapeutic 
formula helps the tired, the apathetic, the depressed individual to face 
life more actively, and with greater interest. 

Supplied in cartons of 30 individual dosage packets; initial dose, 3-5 packets per day 
for 5 to 6 weeks. Pleasant-tasting appetite-stimulating powder, to be mixed in vegetable 


juices or sprinkled on food. Contains monosodium L-glutamate, niacin, thiamine, ribo- 
flavin, ascorbic acid, ferrous sulfate and dicalcium phosphate, in high potencies. 


hHe *aper presented at American Psychiatric Association meeting, St. Louis, May, 1954 


norial Fund, New York, Paul @. Hoeber, inc., 1962. p. 587 


% GRAY PHARMACEUTICAL CO., INC., Newton 58, Massachusetts 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America~-The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements, 

and conditions are standardized for uniform and efficient 
results, Raw materials, reproduction methods and finishing processes are under 
laboratory control, Skillful technical advice, editorial assistance and functional 
designing are available t supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bldg., 4th & Walnut Se. LOS ANGELES: 1231 S. Main St. 
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The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Sequin School 
Catherine Allen Brett, M.S. 


MORNINGSIDE SCHOOL 
Grades 6-12 co-ed day school Est. 1937 


For the child whose emotional problems prevent adequate functioning in the usual class 
situation, Morningside offers: 

An atmosphere of acceptance and understanding 

Work adjusted to students’ achievement levels 

Small classes averaging six students 

Academic and commercial courses leading to high school diploma 


The school cooperates with the child’s therapist in every way possible. Students are accepted 
at any time during the year. 
548 West 114th St., N.Y.C., MOnument 2-3109 


Mary H. Wicks, Director (Opposite Columbia Univ.) 


@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 
Plus... 

Your patients spend many hours daily in healthful out- 


T \ T door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
| | Florida’s Sunny West Coast. 


Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR 
Medical Director—Samuel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT H. Wellborn, Jr.. M.D. 


TARPON SPRINGS FLORIDA John Keating, M.D. Samuel R. Warson, M.D. 


Zack Russ, Jr., M.D. Arturo G. Gonzalez, M.D. 
ON THE GULF OF MEXICO Phone: Victor 2-1811 
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HALL-BROOKE 
An Adlive Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities, 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside, 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.; Westport, CApital 7-5105 


George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. Blanche Glass, M.A. 

Alfred Berl, M.D. Mrs. Heide F. Bernard and 
Louis J. Micheels, M.D. Samuel Bernard, Administrators 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, Occupational 
and recreational therapy—for nervous and mental disorders, 

The Hospital is located in a 75-acre park, amid the scenic beauties of 
the Smoky Mountain Range of Western North Carolina, affording ex- 
ceptional opportunity for physical and nervous rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic services and therapeutic 
treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, MLD. 


Medical Director Associate Medical Director 


JOHN D. PATTON, M.D ‘ 


Clinical Director 


Founded in 1904 2" 

HIGHLAND HOSPITAL, Inc. 
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MILWAUKEE SANITARIUM FOUNDATION, INC. 


Wauwatosa, Wisconsin 
(Chic Off 1508 Mars Field Anne 
25 Enact Washington 1-3 om Maintaining the highest standards 


1162 
P since 1884, the Milwaukee Sanitarium 
A. 
ARROLL scoop, 
T. 


Foundation continues to stand for all 
that is best in the contemporary care 


Russe. C. 


ry En Photographs and particulars sent on 


request. 


iM. and treatment of nervous disorders. 
D. 


W. Buss, Executive Director 


COLONIAL HALL— 
Ome of the 14 Units im “Cottage Plan” 


WESTBROOK SANATORIUM 


eA private poychiatric em- Staff PAUL ANDIRSON, MD 
ne 
ploying modern diagnomic and eat REX MD 
ment procedures—clectro shock, in- JOHN SAUNDERS MID 
sulin, psychotherapy, occupational and 
THOMAS F COATIS MD 
recreational therapy —lor nervous and Awan vate 
JAMES K WALL MD 
mental disorders and problems of Awan sate 


PO Box 14 RICIIMOND, VIRGINIA Phone 53245 
Brochure of Views of our 12%-Acre Potate 
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SANITARIUMS and PRIVATE HOSPITALS — 


1 KEENE ROAD, HARRISVILLE, NH. TELEPHONE 2 


a A GERIATRIC SANITARIUM providing specially trained nursing 
Pe De. Horace G. Riper care, management, and rehabilitation by qualified registered psychi- 


Consulting Psychiatrist atric nurses. We operate under the supervision of the New Hamp- 


R. Guus, shire Department of Public Health. 


Director We extend a cordial invitation to visit. A phone call or correspond- 
ence will provide complete information. 


BALDPATE, INC. 


GEORGETOWN, MASS. 
FLeETWoopD 2-2131 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 


Occupation under a trained therapist, diversions and outdoor activities. 


G. M. Scutomer, M.D., Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 Southgate Road COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


“4, For the care and treatment of Psychiatric disorders. 

- Individual and Group Psychotherapy and Somatic Therapies. 

a Occupational, diversional and outdoor activities. 

Fe X-ray, Clinical Laboratory and Electroencephalography. 
E. James Brapy, M. D., Medical Director 


C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. Georce E. Scort, 
Tuomas J. Huriey, M.D. Rospert W. Davis, 


| CANANDAIGUA, NEW YORK 
ESTABLISHED 1855 


; "A CENTURY OF SERVICE IN PSYCHIATRY" 


A private psychiatric hospital offering all accepted therapies. 
Selected Geriatric, Alcoholic, and Addictive cases accepted. 


: Francis W. Kelly, M.D., F.A.P.A. (M.H.A.) 
Physician in Charge 
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CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. D. No. 2, Columbia Road 
Silver Spring, Md. 
JUniper 9-2197 
Nine miles from Washington, D. C. — In rural Maryland 

Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 

Resident and open staff, with privileges to qualified psychiatrists. 

Member of N.A. P. P. H. 


H. E. Andren, M. D. T. W. Steen, Ph. D. 
Medical Director Clinical Psychologist 


P. O. Box 837 CLEARVIEW HOSPITAL Phone: 5-618! 
Kratzville Road 

EVANSVILLE, INDIANA 
A private psychiatric hospital located in the hub of the Tri-State Area (Southern Indiana, 
Kentucky and Illinois). Offering in diagnostic work and treatment procedures—insulin, electro 
stimulation, electro-convulsive, psychotherapy, occupational and recreational therapy. 
Out-patient facilities also available for those desiring non-resident care. 
Albert J. Crevello, M. D. Mary F. Hamilton, M. D. 
Diplomate-Medical Director Associate 


FAIR OAKS 


INCORPORATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M. D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.— WERNER SCHMIDT, M. D.—Chief of Staff 
Medical Director ROBT. ELLIOTT, M.D. 

MARGARET BIAMA, M.D. FRED SWARTZ, M. D. 

JACK PEARLMAN, M.D. ELLIOT LUBY, M.D. 
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The HAVEN SANITARIUM, INC. 


ROCHESTER, MICHIGAN 


M. O. WOLFE, M.D. A psychoanalytically-oriented hospital 
for the diagnosis and treatment of 


JOHN D. WHITEHOUSE, M. D. 
Clinical Director mental and emotional illness. 


GRAHAM SHINNICK 
Manager Member of American and Michigan 


Telephone: OLive 1-9441 Hospital Associations. 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotiona! and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 


THE MENNINGER FOUNDATION 
J. Corrzen Hinscuserc, M. D., Director Topeka, Kansas; Telephone 3-6494 


MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabriel Foothills 


A modern, fireproofed mental sanitarium of 145 beds, all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recognized therapies available as required. 

Pleasant, ~~ enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases. 


CHARLES T. BATTEN, M.D., Medical Director 


1267 San Gabriel Boulevard South San Gabriel, California 
Telephone ATlantic 0-3220 


OCEANSIDE GARDENS SANITARIUM, Inc. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOEGH HOUCK, M.D., F.A.P.A, 
Physictan-in-Charge 
IRMA K. CRONHEIM, M.D., A.P.A, THOMAS A. NACLERIO, M.D., A.P.A 
Senior Psychiatrist Associate Psychiatrist in Psychotherapy 
LUDWIG LEWIN, Px.D. 
Administrative Director 


24 Harold Street OCEANSIDE, L. L, NEW YORK ROckville Centre 6-4348 
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wilt 1930 PINE WO O D Katonah ae 


Katonah, New York 
(Westchester County) 


This 65-bed hospital has been known to the profession for many years. It has pioneered in 
all forms of therapy from their inception. Insulin, Electro-cerebral stimulation and all its 
modifications, and the newest pharmacological therapies are used clinically and for research 
purposes. Our staff is psychoanalytically oriented, and our patients receive individual and also 
group psychotherapy. 


Joseph Epstein, M.D., F. A. P. At 
Louis Wender, M.D. F._A.P_A.f PAysicians-in-Charge 


Founded RIVER CREST SANITARIUM 1896 


New York City 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 
Courtesy privileges to qualified physicians American Hospital Association Member. 
Approved for residency training in psychiatry. 


Layman R. Harrison, M.D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-0820 


Saint JosepH SANITARIUM 


2420 Asbury Street Dubuque, lowa 
or phone 3-8291 for information. 


(Supervision of Religious Sisters of Mercy) 
(Detroit Province) 


ACUTE MENTAL AND NERVOUS CASES 
also 
CONVALESCENT AND REST PATIENTS 
SHOCK THERAPY, HYDROTHERAPY, PHYSIOTHERAPY, 
OCCUPATIONAL THERAPY, COMPETENT STAFF 


Phone: WINDSOR HOSPITAL, Inc. Established 


CHestnut 7-7346 Chagrin Falls, Ohio 1898 
A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuors, G. Pautine WeELLs, R.N., Hersert A. Sinver, Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


XXXI 


2 

at 

| 

= 

A 

“ 

= 

4 


LIST OF FELLOWS AND MEMBERS 
OF THE 

AMERICAN PSYCHIATRIC ASSOCIATION 
1955-1956 


The new APA Membership Directory came off the press on 
August 1, Copies will be sent only on order. The charge is $1.00 a 
copy for Members of The American Psychiatric Association, and $2.00 
for non-members. Please help facilitate distribution by enclosing pay- 


ment with your order. Use order blank below. 


Gentlemen: I enclose $........ for my copy of the new 1955-1956 APA 
Membership Directory. 


Mail to: 


EXECUTIVE ASSISTANT 

AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE oF THE AMenriIcAsS, Room 310 
New York 20, New York 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handJe practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 


Leslie R. Angus, M. D., Director of Psychiatric Services 
and the Child Research Clinic 

William L. Noe, Jr., M. D., Director of biedical Services 

Eugene B. Spitz, M. D., Neuro-Surgery Consultant 
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THE Woops SCHOOLS 


A non-profit organization, founded im 1913 
LANGHORNE, PENNSYLVANIA 


Myrtie E. Wampler, M. A. 
Fritz Stiener, M. A. 
Kathryn Burchard, M. A. 
Gisela Ungurian, M. A. 
Paul M. Forest, A. 
Frank P. Bakes, Ph. D., Attending Consultant in Speech ee 
Ruth M. Strang, Ph. D., Attending Consulcent in Reading ae 
Edward L. Johostone, 
President 


where the distance between the 
“real world” and the therapeu- 
tic interview is exactly 1.7 
inches. 


This, in turn, is the thickness 
of a closed door which separates 
the therapist’s office from the 
therapeutic school or commu- 
nity environment cutside it. In 
the latter, formal therapy is im- 
plemented by carefully struc- 
tured opportunities for “living 
out” insight and acceptance 
through reality experiences, un- 
der psychotherapeutic direc- 
tion. 


We should like to tell you 
more about Devereux—for De- 
vereux’s separated “unite” and 
centralized professional serv- 
ices offer all of the small 
school’s advantages, plus mazi- 
mum treatment facilities, at a 
reasonable rate, 


We therefore invite you to 
visit us; or if that is not practi- 
cable, to address an inquiry to: 


JOHN M. BARCLAY 
Director of Development 
The Devereux Foundation 
Devon, Pennsylvania 


Santa Barbara, California 


Schools 


UNDER THE DEVEREUX FOUNDATION 
Helena T. Devereux, Director 


Devon, Pennsyivania 
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